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part of the Doctorate of Psychology (PsychD) clinical training programme. The portfolio 
is divided into three dossiers; I) the academic dossier, II) the clinical dossier and III) the 
research dossier. Each dossier consists of a number of individual assignments. A 
summary of the assignment is presented when the full assignment cannot be included 
for confidentiality reasons.
The academic dossier comprises of two essays, two problem-based learning reflective 
accounts and two summaries of the person and professional learning discussion group 
process accounts. The clinical dossier comprises of an overview of the clinical 
experienced gained during the PsychD course whilst on placement in five different 
services. A summary of each of the five case reports completed during clinical training 
is then provided, including a summary of an oral presentation of clinical activity. The 
research dossier comprises of a service related research project which was completed 
whilst in the first year of training and the major research project which was completed in 
the final two years of clinical training. The research log check list and an abstract of a 
quantitative research project are also presented.
Throughout the portfolio all names and details of clients and organisations have been 
anonymised in order to protect identity and preserve confidentiality.
Copyright Statement
No part of this portfolio may be reproduced in any format without permission of the 
author, except for legitimate academic purposes. © Angela Campbell
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My GP has 'borderline personality disorder’: should this worry me?
Year 1 
December 2008
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Introduction
I was drawn to this essay title because what struck me about it was that it was getting at 
peoples preconceived ideas of what borderline personality disorder is and how 
someone with this diagnosis may present. I am very interested in these preconceptions 
and the stigma surrounding mental illness, having close friends who suffer from mental 
health problems as well as knowing many people who hold very negative attitudes 
towards mental illness. I have been on the receiving end of being pre-judged because 
of an illness (albeit a physical one) when a GP’s first words to me after reading my 
medical notes and seeing I had an illness was a surprised "you're not very disabled are 
you?” This incident for me was a reminder that you can't necessarily tell what someone 
will be like simply based on a medical label. If my GP did have borderline personality 
disorder, (and I will assume for the purpose of this essay that my GP has this diagnosis 
and not question how I came to know this or why I would want to) I don't believe this 
should or indeed would worry me. I would consider the diagnosis as merely a label 
which would not tell me how the GP would perform at their job. I would rather take at 
face value how they treated me and if they were able to do their job effectively, and any 
diagnosis of a mental health problem whether it was borderline personality disorder or 
something else; bipolar, schizophrenia for example, would be irrelevant.
I will first briefly outline what Borderline personality is before going on to speculate how 
a diagnosis of borderline personality disorder may possibly affect a GP's work arguing 
that a diagnosis alone cannot tell you this. Then I will discuss how what a person may 
want from a GP is to a large extent subjective, and how for me communication style and 
therapeutic relationship (which arguable may be affected by having borderline 
personality disorder) aren't very important, but for someone else, or under different 
circumstances they may be. I will then focus on the stigma that surrounds personality 
disorder and the media's role in perpetrating and maintaining this and how, having 
some background knowledge of borderline personality disorder, I am less likely to be 
influenced by misleading information which may explain why I may be less concerned 
about my GP than someone else would. I will then question what does the label of 
borderline personality disorder actually tell us, and whether it is just a way of repressing 
women who have had traumatic history, and that perhaps it isn't too different from post 
traumatic stress disorder. Finally I will argue that legislation is in place to ensure that 
people with borderline personality disorder are not discriminated against in the
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workplace and so having a GP with borderline personality disorder should not in itself 
concern me and perhaps rather than it being seen as a negative thing, having a GP 
with borderline personality disorder may actually be a positive, in terms contributing to a 
diverse workforce and one which represents the population it serves.
What is Borderline personality disorder?
Personality disorders have been described as “variations or exaggerations of normal 
personality attributes” (British Psychological Society, 2006). The DSM-IV-TR (American 
Psychiatric Association, 2004) outlines ten different personality disorders and groups 
them into three clusters; Cluster A^  which Roth and Fonagy (2005) call “Odd-Eccentric”, 
Cluster B^  “Dramatic- Erratic” and Cluster C “Anxious-Fearful” .^ Borderline personality 
disorder comes under the second cluster 'Dramatic-Erratic' and is described as “a 
pervasive pattern of instability of interpersonal relationships, self image, and affects, 
and marked impulsivity beginning by early adulthood and present in a variety of 
contexts” (DSM-IV-TR, 2004, pp.710).
The ICD-10 (World Health Organisation, 1992) places borderline personality disorder in 
the Emotionally Unstable Personality Disorder, category (which further distinguishes 
between the borderline and impulsive type). Both the DSM-IV-TR (2004) and the ICD- 
10 (1992) definitions are very similar; a person with borderline personality disorder will 
be unstable and impulsive. The resulting difficulties he/she may face in everyday life are 
numerous and could include finding it difficult to cope with negative emotions, having 
highly reactive emotional responses, experiencing rapidly changing moods with 
episodes of depression, anxiety, irritability. He/she may experience 'interpersonal 
dysregulation' where behaviour is impulsive (perhaps drug taking, gambling) along with 
self harming or suicidal behaviour. He/she may be 'cognitively dysregulated’ having 
feelings of dissociation, and sometime delusions, and have a 'dysregulation of sense of 
self experiencing feelings of chronic emptiness. (Linehan, 1993). Tryon et a/'s study
1 includes Paranoid Personality Disorder, Schizoid Personality Disorder and Schzotypai Personality
disorder
2 includes antisocial personality disorder. Borderline PD, Histronic PD, and Narcissitic PD
3 includes Avoidant, PD, Dependent DP, Obessive-compulsive PD
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(1988) of students with borderline personality disorder emphasise how they often had 
problems with relationships, fearing that they would be abandoned led them to be 
dependent, clingy, manipulative even threatening suicide to stop someone leaving 
them. Friendships also came under pressure due to the need for a lot of attention, and 
these students also demanded a lot of time from the therapist, reacting badly if they 
missed a session for example.
While personality disorders are seen as fairly common with studies reporting between 
one in ten people having one, (National Institute for Mental Health in England, 2004. 
British Psychological Society, 2006), to 4.4% (Coid et al, 2006), borderline personality 
disorder is less common. Different studies report different prevalence levels (in part due 
to being based on different samples) from, 0.7% of the population (Coid et al, 2006) to 
1.4% of the population (Lenzenweger et al, 2007), while Roth and Fonagy (2005) 
reported a range between 1.1 -  4.6% of the population. Women are three more times 
likely to have borderline personality disorder than men (DSM-IV-TR, 2004).
I feel very uncomfortable with the term borderline personality disorder. To me it is 
suggestive of someone having a bad personality, or being a bad person, that their 
entire personality is disordered and everything about them is a problem. It also hints at 
how their problems may be their own fault as generally people are seen to have a 
choice over how they act and suggests they therefore should have control over this, 
when in fact as some literature discussed later on suggests that it is a response to 
trauma. (Shaw & Proctor, 2005). The actual word borderline suggests that there is 
some kind of invisible line marking what is sane and insane and what is acceptable and 
not acceptable in society and those with this diagnosis are on the wrong side of it.
How might Borderline personality disorder affect at GP at work?
It is difficult to know how exactly having borderline personality disorder may affect how 
a GP carries out their job which is why I would not be quick to judge them and worry 
about them simply because they have borderline personality disorder. Much of the 
literature on borderline personality disorder concerns how someone presents in therapy 
(Forsyth, 2007), how there may be a difficult relationship with the medical professional 
(Lewis & Appleby, 1988), or difficulties in personal relationships with lovers friends 
(Tryon et al, 1988).
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While one study by Colson (as cited in Fraser & Gallop, 1993) described how working 
with borderline personality disorder patients left nurses feeling “frustrated, drained, 
helpless, frightened, angry, guilty, provoked and intolerant” (pp.337), I don't feel that it 
can automatically be assumed that a working GP would make his/her patients feel the 
same way, because of the situation and environment is so different.
Therefore I can only speculate as to how borderline personality disorder may affect a 
GP. Looking at the DSM-IV-TR (2004) diagnostic criteria perhaps potential problems 
may occur around intense anger or difficulty controlling anger, for example a GP could 
become argumentative with a patient. 'Affective instability due to marked reactivity of 
mood' (pp.707) could mean that the GP experiencing rapid mood changes would be 
irritable, anxious or unpredictable and could leave the patient confused. Perhaps 
'compulsive self damaging behaviour' such as substance abuse may affect how GP 
carries out their job. In Australia it was reported (Fyfe-Yeomans, 2008, 17 May) how 
one doctor with a personality disorder was taken to a medical tribunal, accused of 
lacking personal skills, pursuing, intimidating and verbally abusing patients. I am not 
arguing that if a GP behaved in this manner that it would be acceptable but rather that I 
don't feel a diagnosis of borderline personality disorder automatically means a GP's 
behaviour would be unacceptable.
Another difficulty in trying to establish how GP may behave as a practitioner is the 
concept of diagnosis; someone is either diagnosed with something or not. However in 
reality mental illness is more complex than being a black or white issue, and should be 
seen to be on a continuum (British Psychological Society, 2006) and so will effect some 
people more than others (National Institute for Mental Health in England, 2004). Maybe 
it would worry me more if my GP was a more extreme case and exhibited more extreme 
behaviour, something that could not be determined from a label alone. Whether or not 
the diagnosis is actually useful has been questioned. The personality disorder 
categories are not mutually exclusive (British Psychological Society, 2006) and it’s not 
uncommon for someone's behaviour to fit in more than one category. The type of 
Personality Disorder a person is categorised as having can be affected by the kind of 
assessment that is carried out, for example unstructured interviews have been shown to 
be less reliable, (Mellsop as cited in British Psychological Society, 2006). Pilgrim (2001) 
found that with structured interviews this resulted in higher levels of reliability between 
diagnosing clinicians but questioned if the concept was a valid one. If there is a 'blurred
ÏT
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line between personality disorder and normality' (pp.260) as Pilgrim suggests and a 
psychiatrist decides where it is drawn, then to me, this suggests that diagnosis involves 
a fair amount of subjectivity on the psychiatrist's part. Simmons (as cited in Shaw & 
Proctor, 2005) that you are more likely to end up with this diagnosis if you are female, 
and if the psychiatrists’ experienced negative feelings during assessment. If then my 
GP did have a diagnosis of borderline personality disorder I shouldn't be worried as it 
doesn't really tell me much in terms whether they should have been diagnosed with it, 
or what it would be like to be their patient. I would only worry if he/she was unable to do 
their job and this can be a somewhat subjective evaluation.
What should you expect from a GP and how Important is a good therapeutic 
relationship?
A clinician should be able to fulfil the three duties of clinical care; to protect life and 
health (being competent), respect autonomy (respecting and listening to patients 
views), protect life and health and respect autonomy with fairness and justice (not 
judging patients and treating them accordingly). (Kumar & Clark, 2004). If a GP is able 
to do this and provide an acceptable level of clinical care then I would not be worried
However, one of the criteria of borderline personality disorder is that there are “inflexible 
responses to personal and social situations” (ICD-10, 1992). Would a clinician with BDP 
be able to socialise into the role of a GP and keep those aspects of borderline 
personality disorder (assuming they had them) out of the consultation room? If they 
were unable to then this could potentially have a negative impact on the quality of the 
GP patient relationship.
There is a lot of evidence to suggest that the therapeutic alliance between a therapist 
and client is one of the biggest predictors of positive outcome for the client (Simpson, 
DD et al 1995) however for the GP -patient dyad is this really important? My initial 
thoughts were that it is not. I see GPs and therapists as having very different roles, for 
example a GP appointment is usually much shorter, seeing a GP often only takes up a 
10-15 minute slot and discussion can be about physical ailments not just psychological 
ones. However on reflection I realised that my response is coloured by my own 
experiences with GPs and my own needs which may be different to other peoples. 
Because of chronic health problems I have seen many different GPs over many years, 
often seeing different GPs from the same surgery each time I went. I never felt that 
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building a good relationship with them was important. I've also been on the receiving 
end of many different types of GP 'styles' ranging from empathetic through to down ride 
rude. For me the most important thing was their ability to meet my physical needs rather 
than provide me with any emotional support (however admittedly this may have been 
different had I gone experiencing non physical problems) and some of what could be 
described as the less personable GPs I actually found the most useful.
However while I found that building a good relationship with a GP isn't overly important 
it may be for other people. Someone who needed to see a family doctor frequently 
rather than occasionally or perhaps had known their GP for a long time and may expect 
a good relationship to have evolved, particularly if their surgery was a small practice, 
and they saw the same GP each time. Perhaps there would be different expectations of 
a GP depending on what the patient came to see them with, a visit because of a 
physical problem such as a twisted ankle may be different to asking for help with a 
psychological issue and expecting some emotional support.
There is a strong evidence base to suggest that a good relationship between doctor and 
patient is extremely important. Stewart et al (as cited in British Psychological Society, 
2006) found that many patients who had made complaints about their doctor had felt 
that the doctor delivered information badly and that they had not been understanding. 
When there was a good communicative relationship between doctor and patient and the 
latter felt the doctor understood their needs, this patient -  centred approach was found 
to be linked to improved health status. The issue of trust was also seen as important. 
Rosser and Kasperski (2000) reviewed the work of Thom and Campbell and concluded 
that the doctor should try and build the patients trust, through being “comforting and 
caring, demonstrating competency, encouraging and asking questions” (pp.239) and 
when the doctor was able to achieve this patients had much higher levels of 
satisfaction.
This empathetic approach is even more important when dealing with emotionally 
difficult issues or breaking bad news, which doctors often have to do. Fallowfield and 
Jenkins (2004) found that failure to do this well was not just a problem at the time but 
could have ramifications for the patient in the future because an insensitive approach 
“may exert a lasting impact on their [patients] ability to adapt and adjust”(pp.312).
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However I don't feel that just by having a diagnosis of borderline personality disorder a 
GP would automatically be a bad communicator or lacking in empathy, just as it isn't 
possible to assume that a GP without borderline personality disorder would have those 
skills (Fallowfield & Jenkins, 2004). In either case if a GP's behaviour was 
unprofessional I would take some comfort in knowing that there is a complaints 
procedure in place, such as complaining to the local PCT, or to the Joint Medical 
Council (JMC). If a doctor with BDP was able to hold down their job and work without 
receiving complaints then this for me would be evidence that they are capable of 
carrying out their job satisfactorily.
The role of Media in portraying mental illness
My response to whether or not it would worry me if my GP had borderline personality 
disorder is based on my knowledge of mental health issues; having a background in 
psychology, having worked as an assistant psychologist and knowing people who have 
had issues with mental health. However if I were to answer as someone who had very 
little accurate knowledge about borderline personality disorder or mental illness 
generally, then I may have a very different response, as I would have if I had answered 
this question ten years ago.
The general public's education of mental health problems appears, at least part, to 
come from the mass media. A survey of public attitudes to mental illness among adults 
in England (TNS, 2007) found that 45% of respondents in the UK could recall seeing 
some form of publicity about mental health in the past 12 months, and the majority of 
this was from TV news and national newspapers. Whilst most people claimed that this 
publicity had no influence on how they viewed people with mental illness, the survey 
found that in reality, this was not that case. Television news and both national and local 
newspapers were found to have the greatest negative effect on people’s views. This is 
why how mental illness is reported through these mediums is so influential in shaping 
people’s views, and why I think it’s so worrying when the portrayal is inaccurate or 
misleading.
When I undertook a quick search of the national newspapers for articles on mental 
illness [particularly personality disorder] I found that reports tended to be inaccurate 
(such as calling OCD a personality disorder) and lacking in detail (for example 
discussing personality disorders but not differentiating between anxious avoidant and
_
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schizoid personalities). They also focused on sensationalist issues, such as 
emphasising the link between mental illness and crime, particularly violent crime, for 
example “mentally ill woman repeatedly stabbed her neighbour two days after doctors 
assessed her as safe to leave home" (Daily Mail Reporter, 2008, 4 November).
It is perhaps not surprising that the same survey found that 21% felt a history of mental 
illness should mean someone can’t take public office, and 12% felt that they would not 
want to live next door to someone with a mental illness (TNS, 2007). If there are a 
substantial proportion of people who have these attitudes then perhaps these people 
would not want to see a GP with a mental health problem. With an education from the 
mass media, many people would not have an accurate understanding of borderline 
personality disorder and therefore may worry that their GP having borderline personality 
disorder would mean that he/she could be dangerous, or totally incompetent or both.
The stigma of Borderline personality disorder
The portrayal of mental illness in the mass media may go some way in explaining why 
BDP has such negative connotations. A diagnosis of borderline personality disorder is 
'a very sticky label' (National Institute for Mental Health in England, 2004) and of all 
mental disorders it is considered to have the greatest stigma of all (Aviram et al, 2006).
One argument could be that this stigma is justified and that all borderline personality 
disorder patients actually are more of a handful than other patients, Cleary et al (2002) 
found that more than four out of five mental health staff surveyed had worked with BDP 
clients and of these 84% found them more difficult than clients who had different 
diagnosis.
However, other studies have found that rather than it being the behaviour of the patient 
with BDP that was troublesome it was the mental health staff response, to and attitudes 
towards patients that was more of an issue. Borderline personality disorder patients 
have been called 'time wasters, difficult, manipulative, bed wasters or attention seeking” 
(National Institute for Mental Health in England, 2004, pp.20) and borderline personality 
disorder has been held up as an example of 'moral failing[s] or lack of willpower' (Cleary 
et al, 2002). A number of studies have shown that professional’s responses to 
borderline personality disorder are worrying. In one study (Fraser & Gallop, 1993) an 
independent blind researcher rated of 20 different discussion groups made up of
15
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patients (with differing diagnosis) run by a nurse, and found that the nurses were more 
likely to have negative interactions with borderline personality disorder clients than 
those with depression or schizophrenia. Another study by Markham et al (2003) had 
reported similar findings. Nurses were given different scenarios with a challenging 
patient. In each scenario, the patient was given a diagnosis, when asked questions 
about the scenario the nurses had a more negative response to borderline personality 
disorder patients than any of the others. Cleary et al (2002) believes that these 
situations arise because a 'cycle of stigma' exists. The professional expects the patient 
to behave in a challenging way, it then becomes a self fulfilling prophecy, and the 
professional responds by withdrawing in an attempt to try and create emotional 
distance, which in turn intensifies the patients self loathing and the whole cycle starts 
again.
The negative attitude towards patients with borderline personality disorder is in part due 
to the belief that they have more control over both their behaviour and the causes of 
their behaviour than patients with other mental health problems (Markham et al, 2003). 
Staff are less sympathetic because there is a sense of “they should know better.” 
Blackburn (as cited in Markham et al, 2003) argues that while the medical model 
assumes the disease causes the symptoms, and therefore the 'disease' is at fault, the 
same can't be seen for borderline personality disorder as its the person’s personality at 
fault which is synonymous as being “your fault”.
Attitudes have been shown to change for example through a better understanding of 
PD, getting to know the individual, (Bowers et al, 2005) and so “attitude to PD cannot 
therefore be regarded as an enduring constant property of individual workers” (Bowers 
et al, 2006, pp.340). I would hope that by having a clearer understanding of what 
borderline personality disorder is and not being worried that my GP had it, I would not 
be contributing to the culture of stigma that surrounds it.
Is Borderline personality disorder just a label for women and those who have 
experienced traumatic events?
Three out of four people with a diagnosis of borderline personality disorder are women 
(DSM-IV-TR, 2004) and according to Shaw and Proctor (2005) this is evidence that the 
label can be misapplied and only succeeds in repressing women. Studies suggest that 
a significant proportion of these women, (Department of Health, 2002 studies claim this 
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figure is anywhere from 26-71%) have been victims of sexual abuse and that borderline 
personality disorder is the result of this trauma. Therefore the diagnosis only 
“individualises and pathologises women for their responses to oppression because of 
its fundamental failure to locate and understand distress in its social context” (Shaw and 
Proctor, 2005, pp.485). Shaw and Proctor (2005) argue that distress often occurs 
because of a particular social situation and in the case of sexual abuse a normal 
response would be anger, and it is only to be expected that the victim will be disturbed. 
Secondly they also claim that the BDP is a social construction, that the gender scripts 
that exist determine what is and what isn't seen to be acceptable behaviour for women. 
Women are expected to be passive and gentle, and any deviation from this can result in 
them being labelled as having a problem. Chester put forward an interesting argument 
(as cited in Shaw & Proctor 2005) that women are damned if they do and damned if 
they don't. If they are too passive and deal with anger through self mutilation, then they 
can get labelled with a personality disorder, but if they go the opposite way and show 
outward expressions of anger and aggression they also can be labelled with a 
personality disorder.
The inability to form secure attachments when younger has also been linked to 
borderline personality disorder. Liotti et al, (2000) found that a significant predictor of 
borderline personality disorder in later life was having a mother who had been through 
traumatic events or experienced a loss when the child was young. These traumatic 
events would make it difficult for the mother and child to form good attachment.
The evidence that borderline personality disorder is the result of traumatic events has 
ted to the argument that there is a link between Post Traumatic Stress Disorder (PTSD) 
and borderline personality disorder. Becker (2000) suggests that there are so many 
similarities between the two perhaps borderline personality disorder is in fact just a type 
of PTSD. Both are a reaction to stress and bad experiences in life. The only difference 
being white PTSD overtly acknowledges that something happened in the environment 
to cause it, borderline personality disorder is considered as a personality failure.
What would be interesting is instead of asking would I be worried if my GP had 
borderline personality disorder, to ask would I be worried if my GP had PTSD or had 
been victim of sexual abuse or had attachment issues with their parents when they 
were younger. I think that for many people this may elicit a very different response.
17
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Legislation
The Disability Discrimination Act of 1995 (NHS Employers, 2008) exists so that people 
are not discriminated against due to sex, ethnicity, age, sexuality and also just as 
importantly ill health. Those with mental health issues should not be discriminated 
against simply because of having an illness and hence why having a GP with mental 
health issues shouldn't be an automatic cause for concern. Yet unfortunately, in reality, 
discrimination against those with these issues still exists. The mental health foundation 
(as cited in NHS Employers, 2008) found that 47% of those with a mental health issue 
felt that they had been discriminated against in the workplace.
The NHS Employers (2008) document acknowledges that the NHS should play an 
active part in making sure people are not discriminated on grounds of mental ill health 
by aiming to foster a culture where people are aware of their own mental health, know 
where to go for help should they need it and can be open about their problems without 
fear of reproach. Whilst the document acknowledges that 'doctors do raise special 
considerations' because the job can be stressful and they deal with patients, effectively 
they should be treated no differently from anyone else in the NHS. GPs have appraisals 
(Royal College of General Practioners, 2008) and if an employee is seen to be 
experiencing problems then a risk assessment can be carried out but this should be 
done on an individual case basis rather than based on a diagnosis.
The Department of Health report (2008) Mental health and ill health in doctors had 
similar response. It is inevitable that there will be a proportion of doctors who will 
experience problems as they are no different to anyone else and should be provided 
with support. What I found interesting about the report was that throughout the entire 
document it never actually distinguishes between different diagnoses, simply referring 
to mental ill health. For me this is evidence that it is irrelevant what the diagnosis is and 
therefore my response to a doctor with borderline personality disorder should be no 
different to one with depression.
A GP with Borderline personality disorder could be a positive thing
Rather than simply viewing a GP with borderline personality disorder as being a 
potentially worrying it could be a very positive thing in terms of increasing diversity in 
the work force. Currently the government wants to increase mental health literacy and
18
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the Department of Health claims it is looking at ways the number of people with mental 
health issue in employment within the NHS can be increased, (NHS Employees, 2008) 
a GP with a mental health problem would go some way to helping to achieve this.
It may also be positive for the patient to know that their GP has got borderline 
personality disorder. If a patient knows that their doctor may have experienced 
problems themselves the patient may be more likely to feel comfortable in asking for 
help with their own mental health problems. If the consensus from service users is that 
they often felt not understood (National Institute for Mental Health in England, 2004) 
perhaps a GP who had similar experiences may be better placed to offer support, 
especially considering that a quarter of all GP consultations concern mental ill health in 
some way (NHS Employees, 2008). Mental health and ill health in doctors (Department 
of Health, 2008) was written after a psychiatrist with bipolar disorder committed suicide, 
her husband believed that her own mental illness enabled her to be an 'exceptional' 
doctor, so mental health problems should not be a barrier to becoming an effective 
doctor.
Conclusion
To conclude I don’t think I should be worried if my GP had a diagnosis of borderline 
personality disorder. Just by knowing that my GP has a diagnosis of BDP, this does not 
necessarily tell me whether he/she will be a good GP or not. There is a huge stigma 
attached to the diagnosis of borderline personality disorder, which isn't helped by the 
media's negative portrayal of mental health issues, I don’t want to add to this stigma by 
having negative response to my GP when in reality it may not be a problem at all. I 
don’t feel that anyone with a mental health problem should be discriminated against 
because of having mental health issues and legislation exists for this reason, to prevent 
this from happening. Support is said to exist for those doctors who need it, and “even 
those with serious mental illness, if they are provided with appropriate help and given 
support at work can continue to practise successfully” (DOH, 2008, pp3). If my GP can 
practise successfully then I would be happy with that.
19
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Introduction
The Increasing Access to Psychological Therapy (lAPT) program was launched in 2006 
as part of the white paper ‘Our health, our care, our say’ (Department of health, (DoH) 
2006). The aim was to provide evidenced based psychological therapy in line with 
National Institute of Clinical Excellence (NICE) guidelines to those adults of working age 
who were suffering from depression and anxiety (Bury Primary Care Trust, 2009).
Many of the arguments put forward in favour of lAPT have been economic ones, with 
the perceived benefits comprising of economic gains made by getting individuals off 
state benefits and back to work through offering more people short term psychological 
therapy.
The aim of this essay is to assess firstly, how the lAPT agenda has impacted on adult 
mental health service users by considering both the strengths and limitations of the 
agenda and secondly, to consider how the agenda may impact on service users’ 
relationships with learning disability services. I will first give a brief background history 
of the lAPT agenda and summarise why it was introduced. I will then focus on some of 
the potential benefits of the agenda for service users before exploring a number of 
criticisms that have been levied at the agenda which could have a negative impact for 
service users.
I have then chosen to look at how the lAPT agenda may impact upon service users’ 
relationships with learning disability services. I chose to focus on these services as I am 
currently on my learning disability placement and was drawn to this essay question as 
it offered me an opportunity to reflect on my practice within a Joint Community 
Learning Disability Team and how the lAPT agenda may impact on clients.
What is lAPT and why was it introduced?
lAPT is an initiative that suggests providing short-term, cognitive behavioural therapy 
(CBT) for mild to moderate mental health problems via multiple modalities within a 
stepped care model. Examples include computerised cognitive behavioural therapy 
(CCBT), guided self-help and group interventions provided by low to high intensity 
workers. An individual will be offered the lowest level of treatment required to achieve 
recovery. Only if this treatment is unsuccessful or the individual is as risk to themselves
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or others, will they be ‘stepped up’ to receive individual therapy at a higher level or even 
referral to more specialist secondary or tertiary services (DoH, 2008b).
The seeds of the I APT programme were sown by a report written two years earlier by 
Lord Layard: ‘Mental health: Britain’s biggest social problem?’ (2004) in which he 
highlighted the extent of mental ill health and also the subsequent burden it placed on 
society. He argued the cost was not just to the individual but also to society as a whole 
in terms of,
• the provision of health care (with GP’s spending one third of their consultation 
time on mental health issues, the involvement of mental health trusts and so 
on).
• the cost of increased spending on benefits given to those who are ill or unable to 
work (citing 40% of those on incapacity benefit were claiming because of mental 
health difficulties).
• the loss of earnings and reduction in output from higher levels of unemployment, 
(Layard, 2004).
This strong economic argument led him to propose that a new way of working was 
needed to provide services that would be able to treat more people and encourage 
them to remain in work or return to work.
Initially, two pathfinder sites in Doncaster and Newham were set up focusing on 
providing psychological therapies for working aged adults. These were followed in 2007 
by 11 pathfinder sites which widened their focus to look at lAPT and a number of 
vulnerable groups, such as older people, and offenders. In 2008/09 lAPT was 
implemented by 34 Primary care trusts (lAPT website, 2009) and national guidelines 
were produced in order for lAPT "... to be delivered in every strategic health authority 
area over the next few years” (DoH, 2008b, p.1).
Strengths of the lAPT agenda for service users
A reduction in social stigma
Lord Layard’s document (2004) states how mental illness can affect anyone from any 
background, yet ironically despite it being a widespread problem, there remains a
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stigma attached to suffering from even the most common mental health problems such 
as anxiety and depression (Alonso et al., 2008). Such stigma may deter people from 
seeking help (Komiti, et a!., 2006) or fully engaging with services, as well as negatively 
affecting self esteem (Corrigan, 2004). One strength of the lAPT agenda is that it brings 
the issue of mental health to the forefront of the public agenda through increased 
monies for mental health and through publicity. In doing so it may go some way towards 
changing the negative attitudes towards mental ill health through raising awareness. 
For example in Ealing, the lAPT service is being advertised in a number of ways, 
through posters in GP surgeries, pharmacies, libraries, business cards and an advert 
on the Life TV channel (lAPT, 2009). Indeed one of the objectives set out in Layard’s 
2004 document was to reduce stigma, by educating those in schools as well as 
employers in an attempt to change attitudes towards mental illness. I feel that this can 
only be a good thing for all service users, regardless of whether they use an lAPT 
service or not.
Se/f Efficacy
Unlike current access into mental health services, such as a Community Mental Health 
Team (CMHT) where a referral needs to be made by a health care professional such as 
a GP, access to an lAPT service can be made by the individual wishing to use the 
service. If a self referral is made, the individual can have an initial screening straight 
away and be given either directions to self help literature, CCBT or to mental health 
services without waiting (Layard, 2004). Being able to refer oneself, it can be argued, 
may help those who are too fearful or ashamed to access help via more traditional 
methods (e.g. visiting the G.P.). It also removes one potential barrier to treatment, and 
should result in more people accessing services as they no longer have to go through 
the GP. Whilst GPs often act as the gatekeeper to health services, research has shown 
that GP’s own prejudices can prevent them from referring some patients on who would 
benefit from further help. (Bhui, as cited in NIMHE, 2003). The need for self referral is 
illustrated by the findings from the National Guidelines for Delivery (2008b) which 
reported that those who self referred were not any less distressed than those who 
accessed services via the GP.
I have been reflecting on how by being able to self refer, and doing something to help 
one’s self, may give an individual more of a sense of control over the care they receive.
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This sense of self efficacy may go some way in helping alleviate low mood and anxiety 
as perceived self efficacy has been shown to be positively related to psychological well 
being and mental health (David et al., 2009).
Offering a choice of evidence based interventions
Another strength of the lAPT agenda for adult mental health users is that it offers 
evidence based therapy and is informed by NICE guidelines (Layard, 2004). NICE 
guidelines for depression and anxiety in primary and secondary care state that “OBT is 
the psychological treatment of choice” (2004, p. 11). Not only that, but a choice of 
treatments are offered; for example, those with mild depression can have guided self 
help based on OBT, computerised OBT, a group or a brief psychological intervention. 
For mild to moderate depression therapy recommended includes problem solving 
therapy, brief OBT, or brief counselling. For moderate to severe depression, anti­
depressant medication, OBT and Interpersonal Psychotherapy (IPT), over 16-20 
sessions is recommended (NICE, 2004).
Choice of evidence based interventions is a massive selling point of lAPT however; the 
notion of choice may be less of a reality in practice. Whilst indeed there is a choice of 
treatments as demonstrated above, they are offered in line with a stepped care 
approach where an individual is given the lowest level of therapy needed to achieve 
recovery, usually starting with low intensity work such as CCBT. This means that for a 
lot of individuals the ‘choice’ of individual therapy that they may be expecting is not 
actually a reality.
Therapy is offered to more peopie and offered more quickly than is otherwise 
available.
Layard estimated that a minority of the population, 1%, with the most severe and 
enduring mental health problems receive nearly all of the NHS mental health resources. 
This results in those who suffer from more common mental health problems, such as 
depression and anxiety ending up with substandard care or no care at all (Layard, 
2004). The psychiatric morbidity study (2001) estimated that 16.4% of adults suffer 
mental illness yet by Layard’s estimations only half will receive treatment, with 8% 
never seeing psychiatrist and 3% a psychologist (Layard, 2004) thus leaving a huge
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unmet need. It is this pool of people, who would otherwise not receive any 
psychological help that lAPT aims to focus on.
The evidence from one of the first demonstration sites, Doncaster, after the first year, 
seems to show this aim is beginning to be realised, and more people are being seen 
and being seen quicker. In the first 12 months there were 4000 referrals, 94% of which 
had depression as the main referral reason, and 86% of referrals suffering from anxiety 
(Richards & Suckling, 2008). Unlike the waiting lists for non lAPT psychological therapy 
which are approximately 6-9 months long (Layard, 2004), in Doncaster all referrals were 
contacted within 48 hours, with all treatment starting within 20 days (Richards & 
Suckling, 2008). Other figures given in a speech in November 2009 by the Secretary of 
State for Health (New Savoy Partnership Conference) claimed that 100,000 people had 
benefited from lAPT services in over 45 sites and 2,400 people that were previously on 
sick pay were no longer. However, taking a critical perspective, these figures were ones 
given during a government speech and it is not known from where these figures were 
drawn or exactly what they refer to. Whilst it is inferred that these people were no longer 
on sick pay as a direct cause of lAPT, in reality this may not be the case; individuals 
may have been in receipt of sick pay for non mental health related issues, or could have 
recovered from mental ill health naturally, not because of receiving lAPT therapy. It is 
not possible to say for sure how many of these 100,000 people would not have been 
seen through the more traditional route, in a CMHT via a GP, but it does seem logical 
that most would not have otherwise received help given the current waiting lists and 
capacity of CMHTs.
NICE estimated that 64% of all CBT within lAPT will be delivered using a computer 
(DoH, 2007). Programmes include ‘Beating the blues’ for mild to moderate depression 
which consists of 8 one hour interactive computer sessions or Fear fighter for panic and 
phobias. CCBT has the added benefit for service users in that they can take control of 
when, and to some degree where they follow the programme. Computer programmes 
can be accessed outside of a primary care setting such as in libraries or even via the 
internet so the client can access session material at home or work. One of the strengths 
for service users therefore appears to be the comparative lack of restriction in 
accessing services and greater control over when and where therapy is received.
An attempt to offer equal access to a diverse range of people
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People with mental health problems come from a wide variety of backgrounds, with a 
similar spread to general population (Layard, 2004). However, traditionally the profile of 
people accessing services is not representative of this, despite the fact that “mental 
health services should be appropriate to the needs of those who use them and non- 
discriminatory” (National Institute of Mental Health in England (NIMHE, 2003, p.3). For 
example, research shows that South Asian and Chinese people are less likely to 
contact their GP when experiencing mental health problems (Bhui, as cited in NIMHE, 
2003). Furthermore this discrepancy between Black and Minority Ethnic (BME) and non 
BME groups in health status and service experience is said to becoming greater over 
time (Sainsbury centre for mental health as cited in NIMHE, 2003), with BME service 
users being less satisfied with the services received (Bhui, as cited in NIMHE, 2003). 
The newer service models, such as home treatment teams and crisis resolution teams 
tend to be more appealing to BME groups (Dean et al 1993; NIMHE, 2003) so perhaps 
for these service users the possibility of receiving treatment without having to go into 
CMHT or a Primary Care setting, through the use of CCBT or telephone work, may be 
one of the strengths of the lAPT agenda.
Furthermore the lAPT agenda has at least shown a commitment to trying to address the 
issue of how to attract the traditionally hard to reach groups that may not be accessing 
services. The DoH document. Commissioning lAPT for the whole community: Improving 
access to psychological therapies (DoH, 2008a) detailed how special interest groups 
have been set up to support the pathfinder sites. Commissioning of I APT appears to be 
key in achieving this; for example in Ealing, the PCT involved the third sector to help 
increase the uptake of lAPT services from BME groups, which previously was poor, 
through providing Asian family counselling and utilising the Somali mental health project 
(DoH, 2008a). So ideally lAPT can be directed to help increase equality of access to 
services for those hard to reach groups.
Limitations of the lAPT agenda for service users
The focus on outcome monitoring
Outcome monitoring is seen as an imperative part of the lAPT agenda (DoH, 2008b) as 
through monitoring outcomes one supposedly can answer the questions, how 
successful is the therapy and how is an individual progressing? The National Guidelines 
for Delivery document (2008b), stated that the health and well-being outcomes should
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be able to show effectiveness by producing pre-post treatment outcome data for 90% of 
those in services and by indicating social inclusion and employment status.
Though the lAPT agenda is driven by an economic model, I feel it is worrying that one 
of the ways in which its success will be monitored will be based on if service users get 
back to work or not, which may or may not be an individual's own gauge for feeling 
better. What about those who are managing to remain in work throughout treatment, or 
those whose mental health does improve due to psychological treatment but are not 
able to find work (especially in the current economic climate). Further there may be 
those who are unable to work due to childcare or other health reasons.
This emphasis on returning to work is encapsulated by one of lAPT’s objectives in 
Layard’s document : “The mental health services, together with jobcentre plus, should 
help clients to return rapidly to work wherever possible and to remain in work” (2004, 
p.4.) In Bury, the PCT stated that one of the challenges they faced was that the lAPT 
programme should be self financing (through monies saved getting people, of state 
benefits and back to work) and therefore there needed to be “strong working 
relationships” with employment services and other agencies which focus on getting 
people back to work (Bury Primary Care Trust, 2009). I would question whether this 
would result in some service users feeling forced back into work too soon.
As a personal reflection, drawing on my own clinical practice, during my adult mental 
health placement in a CMHT, I was working with a client who was suffering from 
depression and anxiety and had been signed off from work for some time. He was sure 
that he would not be able to, nor did he want to, ever go back to his original post as it 
was too stressful and therefore he wanted to take early retirement. During our sessions 
he would tell me that he constantly worried that at the end of therapy I would report 
back to his insurance company that he was much better and could therefore be 
reasonably expected to go back to his job. I felt these constant worries he had about 
returning to work hindered his recovery and made the therapeutic relationship more 
difficult as I was seen to have power over his future.
Other issues regarding outcome measures have been put forward. There have been 
expressions of concern about having to use outcome measures in every session. 
(Perren, 2009) The sheer amount of information to be collected could potentially 
negatively affect the therapeutic relationship, with form filling taking up too much time
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which could be better spent in the session, and the therapist spending too much time 
with data rather than with clients (Goeting, 2009). Questions have also been raised 
over how this information will be used, whether clients realise how the data will be used, 
if it will be kept as confidential as it should and if clients are really able to give informed 
consent for it to be collected (Goeting 2009; Perrin, 2009).
Will there be enough staff, and will the staff employed be good enough?
In Layard’s document (2004) it stated that lAPT would need to employ and train 10,000 
extra therapists made up of clinical psychologists, current staff and psychology 
graduates. The DoH (2008b) estimated that another 3600 therapists need to be 
recruited to ensure that the targets set for 2010/11 are met.
The clinical psychologists employed are also to be involved in supervision of other staff, 
and it is this supervision that will be “a key activity which will determine the success of 
the lAPT programme” (Turpin & Wheeler, 2008, p.3).
Supervision has a number of roles; to ensure that therapy is being delivered correctly, 
to help focus on outcome measures, to make sure clients are getting the best and most 
appropriate care, to decide whether to step clients up or down, to consider issues of risk 
management and provide support to staff, helping prevent burn out (Turpin & Wheeler, 
2008).
However, will enough qualified clinical psychologists be able to be recruited? Although 
my cohort are not thinking too seriously about employment at the moment, when asked 
if anyone would consider working in an lAPT service, people were generally very 
negative about it. Partly I think because after training in a number of different models 
over three years, trainees appear to be reluctant to then become pure CBT therapists or 
case supervise clients who are given protocolised CBT delivered over the telephone or 
via the computer.
Clearly without the right number of well trained staff, service users may miss out by 
being offered substandard care, or having to wait longer than anticipated for care.
Is there an over focus on CBT?
I have argued above that one of the strengths of lAPT is that the new agenda appears 
to have attracted new money into the pot to provide psychological therapy. Layard’s
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initial recommendation that resources should increase twofold (2004) has led to the 
Comprehensive spending review allocating large amounts of money; 33million in 08-09, 
70 million in 09/10 and 70million in 10-11 (DoH, 2008b), Using this money to provide 
additional services should only, on the surface, benefit the service user. However, it 
must be questioned whether or not this money is best spent this way and also whether 
funding will be cut from other areas in order to finance lAPT, with other mental health 
services e.g. CMHTs suffering as a result.
One criticism of the lAPT agenda is that it is overly focused on CBT to the detriment of 
other approaches and that whilst there is easier access to psychological therapy, 
service users are not getting a great deal of choice in terms of the type of therapy they 
receive. However the Secretary of State for Health, (2009) claimed that in London 80% 
of lAPT sites were offering non-CBT therapies. However it is hard to know exactly what 
this means in terms of choice to service users, as no further information was given, 
such what kind of non CBT therapies being offered and to how many people were they 
being offered.
Perren (2009) found that as a result of lAPT, commissioners were not valuing 
counselling as much as they had previously, and this had resulted in counselling 
services being cut, jobs being lost, and counsellors having to retrain in CBT. Goeting 
(2009) also found that because of lAPT’s reliance on CBT, counsellors were no longer 
seen as useful and subsequently their contracts were not being renewed.
The main strength of I APT was that it was meant to increase access to psychological 
therapies however, if it is the case that other types of services have been 
decommissioned in favour of CBT this will have ultimately led to less choice for service 
users.
How might the agenda impact on service users relationships with learning 
Disability services?
After researching and reading about the lAPT agenda for adult mental health service 
users I began to think about how this agenda may apply to those with a learning 
disability, particularly considering the economic argument and focus on getting people 
into work. Initially I made the (incorrect) assumption that there would be specific lAPT 
services for people with a learning disability, and that lAPT would be adapted for a
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specific client group as has been done for children in Bury PCT. However on reading 
the lAPT Commissioning document (2008a) and the learning disability, Positive 
Practice document (DoH, 2009), it appears that this is not the case and that people with 
a learning disability who also have a mild/moderate mental health problem are to 
access the mainstream lAPT sites. These documents have put forward a number of 
suggestions as to how lAPT services can attract and engage those with a learning 
disability. Unfortunately despite a search of the literature, (via PSYCHInfo, the lAPT 
website and the DoH website), there is a dearth of information on the actual realities of 
providing an lAPT service for those with a learning disability. Therefore in order to 
answer the question on how the agenda may impact on service user’s relationships with 
learning disability services, I have had to consider the ways in which current adult lAPT 
services may impact upon service users with a learning disability.
The document lAPT Commissioning for all the whole community states that “many 
people with a mild learning disability can benefit significantly from psychological 
interventions." (DoH, 2008a, p. 14) I feel that the key word here is ‘mild’, that realistically 
only those with a mild learning disability will be able to access and use an lAPT service. 
Drawing on my own work in a JCLDT, I have seen a wide range of presentations but 
would imagine only few of the clients would be able to benefit from CBT for anxiety or 
depression delivered via an lAPT programme. Even those with a mild learning disability 
may have difficulty accessing and expressing thoughts, and feelings (DOH, 2009) 
required to benefit from CBT. I currently have to adapt the ways in which I deliver CBT 
compared to how I delivered CBT in my previous adult mental health placement and 
lAPT services have been instructed to be flexible and adapt their practices for those 
clients with a learning disability. A number of suggestions as to how they could do so 
have been put forward, including by adapting materials, making them easier to 
understand, thinking about carer availability offering appointments and including 
advocates or carers in sessions (DoH, 2009).
Some of these suggestions may be easier to apply, for example thinking of when 
appointments are offered. However it may be more challenging may be adapting some 
of the materials, for example I am not sure how this could be done for the CCBT aspect 
of lAPT. The required reading age in order to understand ‘Beating the blues’ is 
estimated to be 10/11 years old, and 11 years old for ‘Fear Fighter (DoH, 2007). Even 
with my limited experience with this client group, it seems that many will not be able to
33
Professional Issues Essay
work independently on these programmes. Also the workforce will need to be trained to 
have the knowledge and confidence to be able to adapt their practice for people with a 
learning disability, as currently staff who have trained or have experience in adult 
mental health are not necessarily trained or have any experience with this client group 
(DoH, 2009). If staff are not trained then the experience for someone with a learning 
disability (or any particular special needs) is less likely to be a satisfactory one.
Economic emphasis
The original Layard document (2004) focused only on services for people of working 
age with an emphasis on the potential economic gain from getting people back to work. 
How then does this translate to providing lAPT for those people who have been 
diagnosed as having a learning disability? People with a learning disability are much 
less likely to be in work compared to the general adult population with only 17% of 
those with a learning disability being in paid employment (Disability Employment 
Network, 2009). Due to the stigma around learning disabilities, there is also much less 
opportunity to get people back to work. As outcome measures focus on employment 
status I wonder if those service users who are not likely to work regardless of any 
mental health difficulty will be treated differently, as they are less likely to be able to 
contribute to its ‘success’ rate as is currently measured.
Access to services
One of the main advantages of the lAPT system, is the ability for people to refer 
themselves for treatment but will this benefit extend to those people with a learning 
disability as many will they have to rely on others such as the GP, care staff and family 
members to access help. Mental health problems for someone with a learning disability 
may manifest in challenging behaviour which often masks the original problem which 
subsequently goes unnoticed. Also staff and medical health professionals such as GPs 
may not have the knowledge that challenging behaviour may be underlined by a mental 
health problem that can be treated and may not refer onto a service such as lAPT 
(DoH, 2009). These are just two reasons why clients with a learning disability may miss 
out on receiving psychological therapies. To get round these barriers the Department of 
Health (2009) have suggested that lAPT services should try and be inclusive by aiming 
to get many different people on board with the agenda and trying to ascertain the most 
successful referral pathways for people with a learning disability.
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The need for collaboration
It appears that the key to making sure a service user with a learning disability has a 
good relationship within an lAPT service is the letter’s ability to be flexible and 
collaborate with a number of other learning disability services such as specialist 
voluntary sector organisations, learning disability partnership boards, self advocate, 
advocacy groups, local authorities and specialist learning disability health services. But 
guidance is just that, and collaboration is not mandatory so it is not possible to know 
how far lAPT services achieve this in reality. Current guidance suggests that 
collaboration should be considered from the outset at the commissioning stage (2008a) 
and not just as an afterthought at the service level, ideally with commissioners issuing 
joint protocols.
Conclusion
I was drawn to this essay as lAPT services are becoming a large part of clinical 
services where I will be working now and in the future. Moreover, this essay offered me 
an opportunity to think about my current placement and client group and how lAPT may 
impact of different groups of service users. I began with looking at what lAPT services 
offer and how. I then looked at the benefits of the lAPT model such as a reduction in the 
social stigma attached to having a mental health problem and that by being able to self 
refer to a service this sense of control may have positive effect on well being. 
Additionally, the lAPT agenda should result in more people receiving evidence based 
psychological help without having first to be placed on a long waiting list. I also feel that 
the attempt to appeal to diverse groups of service users is another of lAPTs strengths.
I then explored some of the disadvantages of the lAPT model. These include, questions 
as to whether or not lAPT is over reliant on CBT to the detriment of other psychological 
approaches, and if the emphasis on outcome monitoring is really in the service users 
best interests.
I then turned to thinking about how these strengths and limitations translated to another 
client group: those with a learning disability. I considered a number of ways in which 
there may be barriers to service users with a learning disability having a good 
relationship with an lAPT service. However that is not to say these cannot be overcome 
with training, collaboration and flexibility on the part of the service and the people
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working within them. If services are active in their attempts to engage people with a 
learning disability this could have a positive impact on their relationships with the 
service. It could be considered less stigmatising for service users who have a learning 
disability to be part of a more mainstream agenda, than a specialist one.
I found writing this essay interesting but was struck by the questions that still need 
consideration despite it being proposed that the lAPT model will be used widely by a 
multitude of different services. I feel that consideration of specific clients groups and 
their individual needs requires careful consideration when developing and delivering an 
lAPT service so that the benefits of the approach are not lost and overshadowed.
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Introduction to the Task
I was initially quite surprised and slightly overwhelmed when we were given instructions 
to prepare a presentation on the subject of our relationship to change, because it 
seemed such an open question and I expected something more structured. This started 
me thinking about how I do generally like to be given a lot of guidance with my work and 
prefer to be given certain parameters to work within. I think this could be one reason 
why like the CBT approach as I enjoy the structure it gives you when working with 
clients. On reflection this may because I am inexperienced and perhaps as I gain more 
experience this need for structure will not be as great. The issue of wanting guidance 
also made me think of how the client may feel coming to a session for the first time, 
how they too may be unsure of what to expect, and perhaps expect a lot of guidance 
from the clinical psychologist, perhaps even for them to sort out all their problems and 
find all the answers.
The group process
There are a number of different stages of group development that have been put 
forward by Tuckman (1965) and I have linked the process our group went through to 
these stages.
The first stage, forming, was described as ‘hesitant participation’ by Corsini (1957 as 
cited in Tuckman 1965), which was an apt description of how I felt in the first couple of 
group sessions. When reflecting as a group on the process we all agreed we felt a little 
unsure about what we were meant to be doing, we were beginning the process of 
getting to know each other, realising we had a goal to reach, and beginning to taking 
tentative steps towards reaching it. The first session involved a brain storm of ideas we 
had around the topic of change after which we each chose a different idea and set 
homework to present our further thoughts on that area to the group the following 
session.
However this meant that the second week was chaotic and unfocused as we all had 
brought back with us lots of information we'd gathered on different topics and it was 
blatantly clear that we had no structure or ideas of how to take things forward. We’d 
started wide and needed to narrow down, at this point I felt a bit worried that we didn’t 
seem to be any closer to getting the final presentation finished.
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Stage 2 was defined as ‘the intergroup conflict’ by Abrahams (1949 as cited in Tuckman 
1965) which included defensiveness, competition and jealously. Although sub groups 
within our group did emerge, this was covert and deliberate, i.e. breaking off into pairs 
to work, rather than the feeling that certain people were siding with each other. Because 
of all ambiguity from the first two weeks we realised that we needed to focus come up 
with ideas for the presentation rather than more ideas about change in general, and so 
we took the approach to share tasks around the concept of clinical psychology in the 
past present and future. It seemed to make intuitive sense to break down into pairs to 
share the tasks, each focusing on one time period and we all felt comfortable to work 
this way. In discussions afterwards when reflecting on our decisions we all agreed that 
we didn’t have much experience with working within large groups which could be why 
we all felt more comfortable working in pairs.
Stage 3 the development of group cohesion, has been described as the time when the 
group actually start to feel like a group and can talk freely and express ideas without 
fear of being put down. I felt that we achieved fairly early on in the process. The group 
felt fairly equitable with no one dominating the process and making it feel hard for 
others to contribute. This I think, was both reflected in and because of how we divided 
up the tasks such as chair and scribe. There was no one leader and these tasks were 
put on a roster with a different person taking on these roles each week
We reflected on the process together after the task and discussed how we worked well 
in a group. It seemed that the lack of antagonism within our group was linked to a 
shared understanding of what norms should prevail i.e. “the behaviours approved and 
disapproved by group members” (Smith, P. 1980) We all understood that we all should 
be able to express our views and to listen to others. Everyone came to the group with 
the assumption that we would all have different points of view and that was to be 
expected considering how we all came from different backgrounds, socioeconomic 
situations, were different genders, different ethnicities and that this was in fact a positive 
thing as it meant we could all add a different perspective to the discussion. The issue 
of diversity I feel is an important one. In a therapeutic context and within a 
multidisciplinary team, there will always be people from different backgrounds and with 
different agendas and points of view and in order to work effectively these differences 
need to be accepted.
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After a few weeks I started to think about my role in the group. I did not see myself as a 
natural leader, although I was happy to take position of chair. I thought that I was 
probably better at coming up with ideas, but liked having the more organised members 
help me follow them through and do the ground work such as finding theories and 
examples to back up the ideas. I was always quite happy and interested to listen to 
other people in the group to express their ideas and in a therapeutic setting I feel very 
comfortable letting a client tell their story without feeling I need to interrupt.
Presentation
Stage 4 has been termed group structure where the focus is on the getting the task 
done Modlin and Paris (1956 as cited in Tuckman 1965). This stage was probably most 
apparent in our last session before the presentation when we were bringing all the 
separate parts of the presentation together. We chose to focus on how clinical 
psychology has changed over the years and present on a) the past b) the present and 
c&d) two different potential. The overriding theme was that, in the future, the profession 
could go a number of ways and that as practitioners we should be comfortable with and 
embrace change, and by being proactive in bringing about change we can make choice 
as to how our profession develops.
Reflecting on the experience and relating this to my Clinical placement
The group work was a good example of collaboration and this for me is linked to the 
idea that my relationship with my clients is not just didactic but is also collaborative. In 
both the PPGs and a therapeutic setting I am mindful of the fact that I have to respect 
others views, regardless of whether I agree with them or not, and that I will have to work 
with people from diverse backgrounds and how I should stay curious about their views 
rather than judgemental.
My role within our group made me reflect on how I interact with my clients. In a group 
setting I sometimes find it hard to express my views simply because I do not want to 
interrupt people. I feel that it would be rude to talk over people and if others in the group 
were all interrupting each other there were often times when it did not seem possible to 
get a word in without speaking over someone else and so occasionally I found it hard to 
contribute. This has happened in a therapeutic setting when during an assessment with 
a client; he continually went off on a tangent and did not directly answer questions. My
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feedback from my supervisor was that it was okay to interrupt the client in some 
circumstances and try and bring them back to focus. This situation also made me 
reflect on how difficult it may be for a client to find their voice, particularly if they are 
talking about difficult issues with a therapist, and more so if they are faced with a 
number of professionals in a situation such as a ward round, particularly if they are 
scared or lacking in confidence when it comes to speaking out. The issue of power is 
an interesting one, and the perception of who holds the power in a client therapist 
relationship. Perhaps some service users feel that the therapist hold all the power in 
the relationship resulting in them perhaps feeling or unable to speak freely, at least 
initially and before a good therapeutic relationship has been built.
The group task made me realise that I am task orientated rather than process 
orientated, or both. One important thing I learnt from the task was how important 
process is. Often I find I want to hurry to complete a task rather than focussing on what 
I’ve learn on the way to reaching the end point. If I feel that things are progressing 
slowly I tend to get impatient and irritated and want things to speed up. However 
particularly in a therapeutic situation I need to me mindful that even if the session 
agenda is not met it its process that you and the client go through can be very 
important. For example with one client who is very slow to talk and express ideas, I 
have been guilty of trying too hard to motivate him to do certain tasks and almost telling 
them what to do rather than letting him go through the process of change at his own 
pace and coming up with his own tasks that will help. From our discussions in our group 
we have touched on how when clients make changes to their lives it is better for this to 
happen in collaboration with the therapist and rather than it being enforced or imposed 
on someone.
A Critique -  identifying strengths and weakness.
Our presentation on change was very thin on the ground regarding theories of change 
compared to some other groups who based their entire presentation around theory. Our 
approach could be seen as both strength and a weakness. It was strength in that we 
found it interesting to explore our own ideas freely without adherence to other people’s 
theories, and perhaps the presentation was fairly individual and different to the others, 
but it could be argued its weakness was its lack of evidence base.
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I did wonder if the way we had structured our work, working in pairs each pair writing 
one quarter of the total presentation which was then added together, prevented any 
potential group stresses arising. By working with and having to agree a format with only 
one other person it was, I imagine, easier than having to gain agreement with the entire 
group. Maybe if we had decided on a different format there may have been more 
antagonism. However our way of working meant that we had to trust that the other 
members of the group would produce the work agreed.
We felt that one major learning point was not to try and make things too difficult for 
ourselves in future presentations regarding the use of technology. We tried to be 
ambitious by using sound and video, which caused untold stress and almost let us 
down on the day. Also this mean that it transpired at the end of the process, some 
people ended up doing more work than expected or than other people in the group did.
In conclusion, during the first session I couldn’t see how our group would ever decide 
what to focus on and arrive at a completed presentation, but the fact that we did really 
made me appreciate how positive working within a group could be.
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Introduction
In September of 2010 at the beginning of the second year, a mixture of our cohort along 
with the 3^ year trainees were allocated to groups to complete a problem based 
learning (PBL) task ‘ How do we know if lAPT is working?’. We were given some basic 
information about lAPT and instructed to “prepare a consultancy report on how the 
effectiveness of lAPT can be assessed”. The group work was to culminate a month 
later in a presentation given to other trainees and staff. This reflective account explores 
the process my group and I went through in completing the PBL task. I first outline how 
our group approached the task, before exploring my role in the group and the process 
of working towards our final presentation. Throughout this account I have also 
commented on how my reflections have influenced my clinical practice.
Our Task
The task we were given was appeared to be deliberately loose allowing us to explore 
and develop our own ideas about lAPT. I thought back to our first PBL task in my first 
year which was also a loosely defined task. I realised that I had developed since then 
as I was now much more comfortable working without a tight structure and a well 
defined task to complete than I had been in my first year. I feel that this is because I 
have slowly developed in confidence in being able to express ideas and also 
knowledge.
One of the first tasks we gave ourselves was to arrange dates we would meet over the 
month before the presentation date. This proved to be logistically difficult as it became 
apparent that times set aside for this task, had not been timetabled. This meant people 
in our group had all taken advantage of spaces in the timetable to arrange meetings for 
other projects that needed completing. Therefore for most of the meetings, not 
everyone was present. Indeed, I had to miss two sessions due to conflicting 
arrangements. Missing these sessions, particularly as they were at the beginning, 
initially made me feel left out and as if I was not a proper member of the group. 
Although some of the details of what was discussed in those meetings were fed back to 
me later on, I still felt slightly disconnected from the group. I thought back about why 
that was and found myself less likely to speak my mind as I was never quite sure of 
what exactly had been discussed while I was not there and did not to waste the group’s 
time by bringing up topics that had already been dealt with. This has resonated with me
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on placement and I am more aware that clients may not be able to ‘speak their mind’ for 
fear of wasting people’s time.
The difficulties our group faced in arranging to meet also led me to consider how 
difficult it can sometimes be in the NHS for those in a multi-disciplinary team (MDT) to 
make time to meet regularly. From my previous placement, I saw that this was 
particularly difficult as the different professions had different demands on their times 
and different ways of working.
However, when meetings did occur I was able to see how beneficial the sharing of 
information was for the team, and the implications for clients. I feel it is an ethical issue 
that if information is not being discussed by professionals, then gaining different 
perspectives on client issues will be lost and this may be to the detriment of the client. 
More importantly it raises questions about how risk issues are being communicated 
between staff.
My current placement is in a Joint Community Learning Disability Team, however there 
are no regularly scheduled MDT meetings, and I am curious as to the reasons why. 
Only some staff within the team sit near each other, making it more difficult to have 
informal discussions about clients. Since working there I have tried to be mindful to 
speak to other professionals as I realise the benefits of interdisciplinary working, 
particularly so with speech and language therapists who have worked with the same 
clients I am working with. One future role for me would be to ensure that communication 
between professionals is frequent and open, particularly so if there are no regular 
meetings in place to aid this process.
lAPT
Some group members were initially very sceptical about the lAPT initiative and reluctant 
to undertake a task on this topic as it was felt that it had been discussed many times 
before throughout the course. There were also some negative feelings about lAPT as 
some trainees felt the initiative was threatening to psychologists and may have a 
negative impact upon the clinical psychology profession as a whole. However, I feel that 
the group used its skills as psychologists and managed to reflect on this during our first 
meeting and stay curious to the topic. This curiosity (Mason, 1993) allowed one of the 
group members to explain how he was actually very much in favour of lAPT and
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planned to work in an lAPT service on graduation. This experience reminded me how 
easy it can be to make assumptions and I felt what I learnt from the group was how 
imperative it is to use the skills I have as a psychologist to always remain curious. I was 
able to think about this when working with a client recently in my Learning Disability 
placement. People around him had assumed a certain level of understanding as he 
appeared verbally competent. However, I was able to think of certain questions and 
remain curious as to why he was having difficulties and found out that despite 
appearances he was actually very impaired and this was impacting significantly on his 
life. I was then able to challenge assumptions that had been made about him.
The Apprentice Idea
We decided in the early on that we would incorporate both the economic and service 
user’s perspectives in our presentation and discussed the ways in which we could do 
this. One person came up with the idea our presentation should take the form of the 
television show The Apprentice’, with one person playing Sir Alan, and the remaining 
team members to be split into two teams. This lent easily to the concept that one team 
would put forward the economic argument and the other team the service user 
argument. It was agreed, due to time pressures, that the two teams would work 
separately to build their respective arguments. In hindsight I felt that this actually limited 
the perspectives we were able to think about when evaluating I APT; for example 
despite one of the group feeling passionately about ethnic diversity issues and how 
lAPT would appeal and attract people from a minority ethnic background we did not 
include this. Indeed the lAPT agenda has shown a commitment to trying to address the 
issue of how to attract the traditionally hard to reach groups, such as those from a 
minority background, who may not be accessing services (Department of Health, 2008). 
What I learnt from this is the need to consider who and for what purposes evaluation is 
carried out.
My Role
I decided to join the team that would be evaluating lAPT from the economic view point 
because I felt that I had received a lot of teaching and been involved in many 
discussions about service users I wanted to take the opportunity to explore another 
aspect. I also feel that economic issues and their impact on the NHS and the decisions 
made can sometimes be neglected. My role in the group was similar to that it has been 
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in previous group work, I did not want to take the role of a leader, but was happy to 
speak openly and felt comfortable offering opinions and views.
Leadership
I reflected after the process how it was interesting that no single leader was elected, nor 
seemed to arise naturally out of the discussions. Similarly we also seemed reluctant to 
choose a leader for each side of the debate. This is interesting given that there appears 
to be a push for psychologists to be leaders within the NHS (Department of Health, 
2004). I was happy that the group seemed to be equal and there was no one person 
who dominated the discussions. Yalom and Leszcz (2005) describe how some groups 
contain a ‘monopolist’ who monopolises the conversation making it difficult for others to 
express themselves resulting in the remaining group members feeling frustrated and 
angry. Reflecting on my work with clients, I can recall assisting with a women’s group 
and saw how one person dominating the group resulted in the other service users 
finding it difficult to join in and subsequently disengaged.
Power
Although there were no obvious leaders, I found working with the third years initially 
daunting as they seemed to have greater knowledge about the subject. This reminded 
me of how easy it is to feel disempowered when joining a new team, or starting a new 
job, when the people around you appear to have confidence and know what they are 
doing.
I have found on placement it is then sometimes easy to fit into the culture teams, and 
perhaps be less likely to question the teams values in an attempt to fit in (Bandura, 
1969). It has also made me reflect on how clients may feel when they first see a 
psychologist, that perhaps they feel like the psychologist has all the answers and power 
thus negating their own views and experiences making it harder for them to question, 
disagree or tell their own stories (Campbell, 2006).
Working in silos
After the initial couple of meetings, which were used to clarify our Apprentice idea and 
our roles we then went away and worked on our own sub arguments individually. 
However, when we came back together to discuss our presentations we found there
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was some overlap in our work despite us thinking we had been very clear on who would 
cover what. This made me reflect on my clinical work; one client of mine with whom I 
was to carry out neuropsychological testing with had previously seen a psychologist 
however there were no notes about these meetings or results from previous testing 
available. I felt that I was possibly going over work and administering the same tests 
someone else had previously, which seemed a waste of time and detrimental for the 
client who had to go through the battery of tests for the second time.
The presentation
The presentation was only practiced on the morning of the day we were due to be 
presenting to the cohort. This allowed us iron out any problems, and make suggestions 
as to how to improve it. I felt that the presentation we gave had a number of strengths, it 
had an element of humour and most people in the group did not read off a script which I 
felt allowed the audience to engage. However, if we had been able to find the time to 
practice the presentation it would have been more polished and professional. Although 
I imagine that most group work will face similar time pressures, I feel I have learnt the 
importance of good communication between group members, not just whilst meeting, 
but also between meetings, via email and telephone.
Conclusion
I was pleased with our final presentation and enjoyed the opportunity to work with third 
year trainees. I felt that considering the time pressures and the difficulty with finding 
time for us all to meet, the group worked well. There were no tensions in the group and 
there were no individual members dominating the process, as such I was comfortable 
sharing my views. I felt there were a number of learning points for the future, notably 
how important it is for group members to communicate successfully in order for work 
not to be replicated as well as the importance of meeting regularly with all group 
members present.
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Summary
At the beginning of clinical training I was assigned to my Personal and Professional 
Learning Discussion group (PPLDG). This report details my reflections on the group 
process and group development a year on. I first consider what I feel my contributions 
to the group were, that I was calm and a good listener, before exploring the group’s 
contribution to my own development. By being supportive and non judgemental the 
group allowed my confidence to increase and the diverse backgrounds of the group 
members meant that the group was a good source of information. The different 
perspectives of the group members are then also explored. In the second half of the 
report the groups work is outlined, and the strengths and weaknesses of our approach 
is discussed in detail. At the end of the year our group debated whether our focus on 
presenting clinical cases, genograms and discussions around pertinent issues was the 
best use of our time, or whether the space would have been better used to reflect on 
our the course impacted on us as individuals and practitioners. Throughout this report I 
have attempted to link these points to work as a professional within the National Health 
Service (NHS).
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Summary
This report details my reflections on the Personal and Professional Learning Discussion 
Group (PPLDG) during my second year of training. First I will outline how the group 
ended the first year, questioning whether or not we had made the best use of our time. 
I discuss in more detail the transition into the second year and our hopes and 
expectations for the group. There was much debate over how unstructured we wanted 
the group to be, having felt that the previous year was very structured and didn’t allow 
enough reflection. I then discuss my role within the group along with my perceived 
contribution reflecting on how I did not always use the group for support and reasons 
why this may have been. Others’ roles within the group are also discussed, particularly 
how, after a year, certain people began to play a more dominant role and how this 
impacted upon the group. Throughout this account I also detail how these group 
experiences have impacted upon my work within the NHS drawing on examples from 
current and previous placements.
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Adult Mental Health Placement
This placement was in a Community Mental Health Team (CMHT).
Clinical work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 19 to 70 years old. Clients presented with a 
range of psychological difficulties including; bipolar affective disorder, schizophrenia, 
depression, anxiety and post traumatic stress disorder. Interventions primarily used 
cognitive behavioural therapy (CBT), and involved the assessment and management of 
risk. Additionally I administered two neuropsychological assessments; one to establish 
whether a client had a learning disability and the second to ascertain if the individuals 
memory had declined since a previous assessment due to Normal Pressure 
Hydrocephalus. During the placement I also gained experience of working with other 
professionals, such as social workers and nurses.
Service evaluation: I conducted an evaluation of a local outpatient falls group for older 
adults. This involved quantitative analysis of results from numerous standardised 
measures.
Teaching and presentations: I co-facilitated a presentation on ‘the role of clinical 
psychology within CMHTs’ at a group for local carers.
Learning Disabilities Placement
This placement was in a Joint Community Learning Disabilities Team for Adults.
Clinical work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 23 to 62 years old. Clients presented with a 
range of psychological difficulties; anger, anxiety, hording and sexually in appropriate 
behaviour. All clients had a form of learning disability ranging from mild to severe and 
profound. I gained experience of delivering CBT and behavioural interventions which 
were adapted for this client group. In addition I completed a neuropsychological 
assessment which helped establish the exact nature of a client’s cognitive difficulties.
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Teaching and presentations: I co-facilitated teaching to staff from a local day service 
on learning disability. I also evaluated the teaching given based on analysis of 
questionnaires given to the attendees.
Older Adults Placement
This placement was in a Community Mental Health Team for Older Adults.
Clinical work: I gained experienced in the psychological assessment and treatment of 
both male and female clients aged from 66 to 87 years old. Clients presented with 
organic difficulties (dementia, mild cognitive impairment) and/or functional difficulties 
(PTSD, depression, anxiety). I gained experience delivering interventions in community 
and clinic settings using CBT which was adapted for this client group. Additionally I 
conducted two neuropsychological assessments to provide information feeding into the 
psychiatric assessment to establish diagnoses of dementia. I also gained further 
neuropsychological experience assessing ten clients, along with their carers’, for a 
cognitive stimulation group.
Group work: I co-facilitated a ten week cognitive stimulation group for clients with 
dementia and their carers’.
Child and Adolescent Mental Health Placement
This placement was split between a Child and Adolescent Mental Health team and a 
Looked After Children’s placement support team.
Clinical work: I gained experience in the psychological assessment and treatment of 
both male and female clients aged from 4 to 17 years old. Clients were experiencing a 
range of psychological difficulties; anxiety, challenging behaviour, tourette’s, ADHD and 
autism. I also gained experience of delivering indirect systemic interventions to parents 
(e.g. surrounding dealing with challenging behaviour and anger). This work also 
involved liaising with schools and parents. I observed and completed a number of 
neuropsychological assessments, one assessment aimed to establish the nature of a
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client’s cognitive difficulties and the other assessments were administered as part of the 
cognitive screening process at the placement support team.
Consultation work: I gained experience of delivering consultation work to social 
workers and foster carers.
Teaching and presentations: I co-facilitated teaching on attachment issues to 
potential foster carers.
Advanced Competencies Placement
This placement was in a Paediatric Psychology Department specialising in 
Neuropsychology.
Clinical work: I gained experience in the neuropsychological assessment of both male 
and female clients aged from 5 to 18 years old. Clients were presenting with various 
neurological problems; epilepsy, traumatic brain injury, hydrocephalus, and clarification 
was needed regarding the cognitive difficulties they were experiencing. Additionally I 
also gained experience delivering interventions primarily using cognitive behavioural 
therapy to clients who were presenting with a range of psychological difficulties; 
obsessive compulsive disorder, needle phobia and anxiety.
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Summary of Case Report I: Adult Mental Health
Cognitive behavioural therapy (CBT) with a British man in his mid 50’s presenting with 
rapid cyciing bipolar affective disorder
Year 1 
April 2009
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Summary of Case Report I:
This case report describes a cognitive behavioural intervention for a man in his mid 50s 
presenting with rapid cycling bipolar affective disorder. He was referred to a Community 
Mental Health Team for psychological therapy to help manage his mood. The report 
initially focuses on his presenting problem and provides information regarding his family 
and childhood history, as well as the results from the Beck Anxiety Inventory and Beck 
Depression Inventory II which were administered in order to establish a base line rating 
of his mood. An initial formulation of his difficulties is then presented using a cognitive 
behavioural model which accounts for biological, social and psychological factors. 
Following the assessment, and in accordance with the NICE guidelines for bipolar 
affective disorder, the client was offered sixteen sessions of CBT. The report then 
focuses on the different aspects of the intervention; familiarisation to the CBT model, 
psycho-education, thought challenging and relapse prevention. Additionally, a carer’s 
assessment was carried with the client's wife due to concern about her ability to cope 
with her husband’s rapid mood swings. The report concludes with a consideration of the 
outcome of therapy and a reformulation accounting for the additional information that 
came to light during the therapy. A critical evaluation of the work is then offered 
examining the strengths and limitations of the approach taken.
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Summary of Case Report II: Psychometric Case Report
A neuropsychological assessment of a male in his 50’s presenting with memory
problems
Year 1 
August 2009
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Summary of Case Report II:
This case report details a neuropsychological assessment of a male in his 50’s who 
was referred for a neuropsychological assessment following concerns that his cognitive 
abilities, particularly his memory had worsened since his last neuropsychological 
assessment in 2007. It was requested he be re-assessed as a previous CT scan had 
led to a potential diagnosis of Normal Pressure Hydrocephalus (NPH) which can result 
in cognitive deficits. The case report first describes his presenting problems which 
include forgetfulness and difficulties concentrating before then detailing the history of 
the presenting problem. Literature on NPH is discussed, including the cognitive deficits 
that would be expected to be found in someone with this profile. The battery of 
neuropsychological tests administered included the WAIS-III, Rey Complex Figure test, 
CO WAT, HVLT-R and the Trial Making test. The results found show that there had 
been a decline in general intellectual functioning over the past two years, and particular 
difficulties were found with processing speed and verbal comprehension. Following on 
from these findings, the gentleman was re-referred back to the Neurology department at 
the hospital to see if there are any organic changes that might account for the marked 
deterioration of cognitive abilities. The results from the neuropsychological tests alone 
would not be sufficient to result in a formal diagnosis of NPH, and therefore the report 
recommends further tests, such as CT scan need to be carried out.
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Summary of Case Report III: Learning Disabilities
Behavioural assessment and Intervention with a 26 year old man with diagnoses of 
autism and a learning disability who was referred due to challenging behaviour
Year 2 
April 2010
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Summary of Case Report III:
This case report describes a Behavioural assessment and intervention with a 26 year 
old man with diagnoses of autism and a learning disability who was referred to learning 
disability services due to challenging behaviour. The report initially focuses on his 
presenting problem and background history. The different assessment tools used are 
then discussed, the Challenging Behaviour Interview, the Motivation, direct 
observations and Behavioural Observation Charts. The results from these are used to 
describe the challenging behaviour in more detail, the staff responses to these 
behaviours and the consequences. Drawing this information together I arrive at an initial 
behavioural formulation. From this an action intervention plan is outlined followed by the 
interventions recommended and how these were introduced to staff and the client. The 
outcome measures that will be used are outlined. Finally I offer some critical reflections 
on the strengths and weaknesses of this report.
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Summary of Case Report IV: Older Adults 
Oral Presentation of Clinical Activity
Co-facilitating a cognitive stimulation group for older adults with dementia
Year 2 
October 2010
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Summary of Case Report IV:
This oral case report presents the group work undertaken as part of my work in an older 
adult’s community mental health team. The Cognitive Stimulation Group (CSG) was set 
up to deliver cognitive stimulation therapy to people with dementia. There is a strong 
evidence based for such an intervention, with the National Institute of Clinical 
Excellence (NICE) guidelines suggesting that attending a structured group cognitive 
stimulation programme may be beneficial for those with mild-to-moderate dementia of 
all types, regardless of medication prescribed (NICE, 2006).
The group was made up of clients experiencing memory problems along with their 
carers, and was facilitated by a clinical psychologist (my supervisor), a trainee clinical 
psychologist (myself) and an occupational therapist.
Prior to the group, the client-carer dyads were assessed in order to establish the extent 
of their memory problems, which included administering the Addenbrookes Cognitive 
Examination -  Revised (ACE-R) and measures of depression, anxiety and quality of 
life. These measures were also administered at the end of the group, and additionally 
served as evaluation measures.
The CSG ran for 8 consecutive weeks, each session lasting for an hour and a half. At 
the end of each session, clients were given work to complete at home, which allowed 
them to put into practice what had been discussed during the group session. The 
content of each session differed each week, however each week time was spent 
orientating clients to time and space and explaining different memory techniques. 
Emphasis was placed on client and carers working together in order to help the client’s 
memory. Sessions included, debating current affairs, shopping, games including family 
fortunes and discussions around different cultures and travelling.
Co-facilitating the CSG, was the first time I had been involved in group work. Prior to 
this, I had no experience of working with more than one person in the room, and doing 
so allowed me to develop my clinical skills. After outlining the group setting and content, 
this case report will focus on how I was able to use these skills to deal with conflict in 
the group, and during the pre group assessments and post group evaluations, as well 
as trying to prevent conflict from arising. I will then reflect on some of the issues around 
evaluating such a group and ethical concerns that arose during the time the group ran.
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Summary of Case Report V: Advanced Competencies -  Paediatrics
An integrative approach for obsessive compulsive disorder: systemic cognitive- 
behavioural therapy with a teenage girl presenting with co-morbId OCD and a chronic
Illness.
Years 
May 2011
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Summary of Case Report V:
Jane is a teenage girl who presented to the paediatric psychology department with 
features of OCD along with a co-morbid chronic illness. Her mother approached the 
psychology department directly after becoming concerned her daughter had been 
carrying out a number of habits before bedtime. An assessment of her problems carried 
out by myself and my supervisor found that Jane was spending up to an hour each 
night carrying out certain behaviours because, as she told us, she thought she would 
not sleep unless she had completed these. As recommended by the NICE guidelines 
for OCD, the psychological approach taken was CBT, however systemic factors were 
also addressed. Through the use of exposure response prevention techniques and 
addressing cognitions, Jane managed to drop the majority of her behaviours. This case 
report also reflects upon the importance of family in maintaining the problem behaviour 
but also in helping its cessation.
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Service Related Research Project:
A positive step: An evaluation of a falls clinic
Y e a r  1 
July 2009
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Abstract
Fall and fall related injuries incur a heavy cost, not only to the NHS, but also to the 
individual and families involved, (DOH, 2001). They are particularly prevalent in the 
older population and can often result in serious injuries (Later Life Training, 2003). 
Current government guidelines (NICE, 2004) suggest that those older people who are 
at risk of falling should be considered for multifactorial interventions, such as attending 
a falls group. This study investigated the impact of a falls group on patient outcomes as 
well as patient satisfaction with the group which was run as part of an outpatient 
programme in Surrey. Data were collected from individual patients before starting the 
group and once the seven week group had finished over a period of three years. The 
findings showed that there were a number of positive outcomes; general anxiety, 
anxiety with falling over and becoming injured, balance and mobility all showed 
statistically significant improvements by the end of the falls group. No differences were 
found regarding depression and some specific anxiety measures around walking and 
falling over. High levels of satisfaction with the group were also reported, particularly 
with the Occupational Health hazards at home training. It is concluded that the falls 
group was effective in improving patient wellbeing and thus should continue to be 
provided.
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Introduction
Falls and fall related injuries incur a heavy cost to the National Health Service (NHS) as 
well as to the individuals and families involved (DOH 2001). One in five men and one in 
three women over the age of 65 suffer from falls each year. Falls in the older population 
can be serious and often result in injuries and fractures. (Later Life Training, 2003) 
Each year in England 400,000 older people in England attend A&E after an accident, 
and 14,000 people die from an osteoporotic hip fracture. (DOH 2001).
The normal aging process indirectly affects gait characteristics and, coupled with a 
decrease in confidence, results in a higher risk of falling for older adults. (Li and Frank, 
1999) Other physiological factors associated with falls include muscle weakness and 
decreased stability (Stephen et al, 1991) Medication, particularly drugs acting on the 
central nervous system such as antidepressants and anxiolytics, have also been shown 
to be a potential cause of falls (Hartikaninen et al, 2007).
Falls can be prevented (Rawsky, 1998) through exercise and multifactorial fall 
prevention interventions (Iwamoto, J et al, 2009) and a number of research studies 
have shown falls clinics play a key role in contributing to this (Emmelot-Vonk, 2005). 
Short term outcomes for those in a falls group was found to be better than for those 
receiving general individual health promotional information and usual care (Wagner et 
al, 1994). A longitudinal study (Hill etal, 2008) found that members of a falls group had 
a 50% reduction in falls 6 months after the group as well as small but significant 
improvements in confidence and balance. Similar results were found in an evaluation of 
a 12 month community based intervention on falls (Shumway-Cook, et al, 2007) 
showing incidence rates of falls was lower for those in the falls group than controls as 
well as improvements in mobility and balance measures. A falls group also appears to 
be successful in encouraging a varied exercised regime, compared to controls, 9 
months after the group had finished (Laforest, et al 2009).
The National Service Framework for older adults (DOH 2001) set out a ten year 
programme which aims to develop services to support independence and help older 
people to stay healthy. Standard 6 focuses on the topic of falls with a specific aim “to 
reduce the number of falls which result in serious injury and ensure effective treatment 
and rehabilitation for those who have fallen” (pg21). The framework states that those 
who have fallen, or are at risk of falling should “receive advice on prevention through a
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specialised falls service” (pg22) in order to prevent serious injuries. Additionally support 
should be provided so that mobility, confidence and independence can be regained for 
those that need to.
The NICE guidelines. Falls: the assessment and prevention of falls in older people, 
(2004) echo this, and suggest those older people who have experienced a number of 
falls or who are deemed a high risk for falling should be considered for an individualised 
multifactorial intervention.
M Hospital is a specialist rehabilitation hospital in Surrey for older adults. The hospital 
has 42 beds for inpatient older adults who need further specialist rehabilitation, for 
example following a stroke or amputation of a limb, as well as running a day hospital 
with over 2000 attendances a year. As part of its outpatient program and the falls 
pathway, following assessment, diagnosis and treatment, patients are invited to join a 
falls group ‘A positive step' for those older adults who are experiencing mobility 
problems.
Rationale for the study
Over the last three years data have been collected from patients^  attending the falls 
group run at M Hospital but has never been analysed. This study aimed to evaluate the 
satisfaction of clients with the falls group being run at M Hospital and its impact on client 
outcomes.
Research Question
1. Does patient's wellbeing improve after attending a falls group?
2. How satisfied are patients with the falls group they attended?
 ^ I have chosen to use the term patient, rather than client because of the hospital setting, and 
individuals were referred to in this way by hospital staff.
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Method
Design
A non experimental one group pretest - post test design was used to evaluate the 
outcome of the group.
A non experimental one group posttest-only design was used to evaluate patient 
satisfaction.
Participants
Older adults who had suffered a fall were referred by GPs or hospital staff 
Sample Size
Over the course of three years data were collected from 65 participants. This is just 
over the minimum sample size needed to attain a power of .80 and detect a medium 
effect size with an alpha of 0.05 for a T-test (Barker at al, 2007).
Outcome measures
Eight assessment measures were used in total. Three of these, the Balance rating 
score, fear of falling and anxiety of walking were only used in the first year and were 
superseded by the ConfBal score and the Visual Analogue Scale (VAS).
a) Time to Get Up and Go Test
A test of basic mobility particularly useful for elderly persons (Podisadio & Richardson, 
1991), and measures the time required for a person to rise from a chair, walk 3 metres, 
return to the chair and sit down. Research has shown it to be both a sensitive and 
specific measure (Shumway-cook et ai, 2007).
b) The Berg Balance Scale
The scale (Appendix A) consists of 14 activities requiring balance that are rated on a 
scale of 0 to 4 with a score of 4 for best balance. The test has good inter-rater and test 
re-test reliability (Berg & Wood-Dauphinee 1992).
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c) CO/VFBa/
A measure of balance confidence (Appendix B), with a 10 scale items each scored 3 
(not confident) to 1 (confident). Shown to have "excellent internal consistency, excellent 
test-retest reliability, and a small minimal detectable change which allows users to 
judge whether or not there has been a true clinical improvement” (pp5 Simpson et al, 
2009)
d) Confidence Rating
Participants to rated, from 0-10 with ten being the most confident, how confident they 
were with three balance measures, walking, day to day tasks, and being able to get up 
off the floor. Appendix C.
e) VAS
Respondents were asked to give their level of agreement to the statement “How 
anxious are you about falling over and injuring yourself?” by placing mark on a scale (a 
line drawn) which at one end has a negative response, very anxious, and at the other 
end a positive response, not anxious. A measurement is taken of how far along the line 
the mark was and divided by its total length giving the answer in a percentage form, the 
higher the percentage the more anxious. VAS shown to be good way of measuring 
patience responses that are likely to be on a continuum (Gould 2001) but difficult for 
analysis (Wewers et al 1990). Appendix D.
f) Fear of Falling^
Evaluates the most common beliefs about negative consequences of falling. The higher 
the score the greater the fear of falling.
g) Anxiety with walking scale^
The higher scores equal higher anxiety.
 ^ The origin of this questionnaire is unknown and was chosen by an Occupational Therapist 
some years ago.
 ^Likewise, the origin of this questionnaire is unknown 
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h) Hospital Anxiety and Depression Scale (NADS)
Found to be a good measure of symptom severity (Bjelland et al, 2002) as well as being 
internally consistent (Eystein et al 2001) and also stable across different medical 
settings and age (Spinhoven etal, 1997). Appendix E.
I) Satisfaction with falls group
A 13 item self report questionnaire. Appendix F.
Ethics
Ethical approval from the NHS Trust, R&D or ethics committee was not sought as 
service evaluation does not require such approval.
Procedures
Participants attended the falls group as day patients one day a week for 7 weeks. The 
group was jointly run by a group coordinator, ward sister and a physiotherapist. A pre 
assessment was carried out on week one at the start of the programme where data on 
the outcome measures were collected.
At the end of the last group session outcome measures were collected for the second 
time. Additionally a satisfaction questionnaire was also administered to patients. The 
data were then collated and input and analysed using SPSS version 16 (2008).
The course consisted of a number of modules and covered topics including (See 
Appendix G) an introduction to exercise and establishing a home exercise plan.
Analysis
Outcome measures
Demographics
Data were collected on 65 participants of which just over two thirds (67.7%) were 
women and one third men (32.3%). The average age was 83.9 years with the eldest 
being 95 years old and the youngest 65. Cognitive state was measured using the 
Abbreviated Mental Test (AMT) and was collected from only two thirds (64.6%) of the
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respondents. The cut off rate suggestive of cognitive impairment is 7 (Hodkinson, 
1972): all respondents scored 8 or above.
Paired sample T-tests were used where assumptions of normality were met, however 
one potential issue with this approach is that by undertaking multiple comparisons it is 
more likely that a type one error will occur, that is pre and post measures will appear to 
differ on at least one attribute.
Psychological
As table 1 shows, there was a significant improvement in levels of anxiety, with the 
average score dropping from 6.0 (S.E=.57) to 4.8 (S.E=.54) after the falls group, 
t(54)=2.17, p=.034, r=.28 . There were no statistically significant improvements in 
depression, t(54)=1.40, p=.168, r=.17.
Balance
Both objective measures of balance (as measured by the Berg Balance score) t(53)=- 
7.32, p=.000, r=.70, and subjective views of confidence with balance significantly 
improved by the end of the falls group(confidence rating; t(20)=-3.18, p=.005, r=.60., 
confBal t(48)=4.35, p=.000, r=.53).
Mobility
Mobility improved by the end of the intervention, with the average time taken on the get 
up and go task decreasing on average by nearly 3 seconds, from 22.7 (SE=1.23) to 
19.8, (SE=1.12), t(50)=3.14, p=.003, r=.41.
Anxiety
Although there was a reduction in fear of falling from a mean score of 4.5 (SE=.62) to 
3.4 (S.E=.47), this was not statistically significant, t(25)=1.97, p=.061, r=.37.
Likewise, no statistically significant differences were found between the pre group and 
post group measures on anxiety with walking, t(25)=1.96, p=.276, r=.36.
After the falls group the participants were less worried about falling over and injuring 
themselves with the anxiety levels significantly falling from a mean of 55.1 (SE=2.91) to 
43.2 (SE=3.12), t(48)=3.13, p=.003, r=.41.
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Table 1: Pre and Post Scores for outcome measures
Min Max Mean Normal Mild Moderate Severe
% % % %
HADS^
Anxiety
Pretest (n=61) 0.0 16.0 5.0 68.9 13.1 13.1 4.9
Posttest (n=58) 0.0 14.0 4.8 72.4 12.1 15.3 0
Depression
Pretest (n=61) 0.0 15.0 5.0 83.6 8.2 4.9 3.3
Posttest (n=58) 0.0 11.0 4.3 89.7 3.4 0.0
6.9
Berg Balance®
Pretest (n=58) 14L0 55.0 38.7
Posttest (n=55) 25.0 56.0 43.0
Confidence with Balance®
Confidence rating
Pretest (n=23) 3.0 30.0 15.8
Posttest (n=22) 7.0 27.0 19.2
ConfBal
Pretest (n=51) 1 T 0 30.0 20.7
Posttest (n=49) 7.0 29.0 18.4
Mobility
TG U G  (seconds)^
Pretest (n=58) 9.3 47.7 22.7
Posttest (n=51) 9.0 46.0 21.1
Anxiety
Fear of Falling®
Pretest (n=26) 0.0 11.0 4.5 42.3 26.9 0
Posttest (n=27) 0.0 8.0 3.4 72.4 30.8 40.7 3.7
55.6
Anxiety with walking®
Pretest (n=25) 0.0 32.0 7.8 68.0 4.0 0
Posttest (n=27) 0.0 16.0 6.6 74.1 36.0 0 3.7
25.9
^ HADS: Range from 0-21 (no anxiety/depression to severe anxiety/depression)
® Berg Balance Score: Range from G -56 (minimum ability to good ability)
® Confidence with Balance: For both measures range 0-30 (no confidence to good confidence) 
 ^TGUG: Time to get up and go (seconds)
® Fear of Falling: Range 0 -1 5  (no fear to severe fear)
® Anxiety with Walking: Range 0 to 54 (no fear to severe fear)
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VAS^^
Pretest (n=51) 10.0 95.0 55.1
Posttest (n=49) 10.0 85.0 43.2
Satisfaction
There were 53 completed satisfaction questionnaires. No demographic information was 
gathered.
Overall respondents found the course helpful, with a mean rating of 8.8 on a scale of 0 
to 10 (0 = not at all helpful to ten being extremely helpful).
The majority, 81.1% reported that the course had made a difference to their confidence 
while 50.9% felt the course had made a difference to their independence and 41.5% to 
the number of falls.
52.3% continued with their home exercise plan at least once a day, 22.7% 3-4 times a 
week, 9.1% once a week and 6.8% less than once a week.
Participants were also asked how much of their goals they felt they had achieved on a 
scale of 0 (none) to 10 (all). The mean score was 7.2 and ranged from 0 to 10.
Respondents were asked to rate how helpful they felt individual aspects of the A 
positive step programme was. For each the scale was, 0 = not very helpful to 10 
extremely helpful. All scores were normally distributed. See table 2.
Overall participants felt that all of the different aspects of the programme were very 
helpful. The Occupational Therapy session on hazards at home was viewed as most 
helpful, whilst the advice given on footwear the least.
VAS: Visual Anxiety Score: Range 0 - 1 0 0  no anxiety to highest anxiety
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Table 2: How helpful did you find the following advice
Min Max Mean
Introduction to 
Exercise (n=43)
4.5 10.0 8.5
Exercise sessions in gym 
(n=40)
4.0 10.0 8.1
Practicing home exercise 
(n=45)
0.0 10 0
Session on hazards at home 
(n=42)
2.0 10.0 &7
Psychological sessions; 
anxiety fear of falling, pacing 
yourself (n=42)
10.0
Healthy eating (n=40) 2.0 10.0 8.1
Medication (n=42) 2.0 10.0
What to do if you fall 
(n=37)
2.0 10.0 8.5
Breathing and relaxation 
sessions (n=43)
2.0 10.0
Footwear (n=42) 2.0 10.0 7.9
Discussion 
Summary of results
The falls group has been shown to be effective in improving wellbeing as well as 
providing a service that has high levels of satisfaction and should therefore continue to 
be provided.
Balance and general anxiety levels and significantly reduced, supporting previous 
research that attending a falls group would reduce fear of falling (Sjosten at al, 2008). 
Although there was no change in levels of depression, this is not something that should 
be addressed directly as it is in line with previous systematic research on falls group 
showing attendance did not alter levels of low mood (Sjosten et al 2008) and 
depression and anxiety are not considered primary targets of fall interventions 
(PROFANE, 2007)
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Satisfaction with the falls group was high and the majority also reported that they were 
continuing with their home exercise plan.
Strengths
One of the main strengths of this research project is that it provides staff with evidence 
of what they already expected; that the falls group works as well as answering criticisms 
from the POT that the hospital has not carried out enough audits and evaluations. It 
also starts, what is intended to be, an ongoing evaluation process as the data files will 
be left with the field supervisor and continue to be updated.
The satisfaction survey allowed the service users to give providers their views on the 
treatment they received. There are currently a number of polices in place which aim to 
increase the role of service users in England, so that services will be more personalised 
and service users have an input in to how their service is developed and delivered. 
(Bradshaw 2008). This is particularly pertinent in the case of older adults as this group 
of people are often ignored and their needs sometimes not met due to age 
discrimination (DOH 2001)
The outcome measures used have been validated in previous research allowing greater 
confidence in the accuracy of the results.
Weaknesses
There are, however, a number of limitations. The design of the study itself has a major 
limitation in that “it is risky to infer post hoc ergo propter hoc" pg 147 (Barker et al 
2007). It is not possible to know if it is actually the intervention itself that caused a 
change or a number of other unknown factors. Cook and Campbell (1979) cited in 
Barker et al, summarise a number of potential the threats to the internal validity of the 
design. Endogenous change may have occurred, in this case the participants of the 
falls group may have 'recovered' confidence naturally over a period of time since a fall. 
There may have been reactivity of measurement that the second time the participants 
took the tests practice effects meant they performed better. There may have also been 
interfering events, perhaps things in the participants life outside of the day hospital 
caused a change in mobility and confidence (such as going out and about with friends 
and family) rather than the intervention itself. Contract validity can also be questioned. 
Expectancy effects may have occurred where the participants believed they benefited
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because they expected the group to elicit change rather than the program actually 
causing the change.
However Hunter and Schmidt (1990) (cited in Barker et al) do not think these limitations 
invalidate the findings, but rather the researcher should simply remain aware of the 
limitations.
While the results from showed a statistical significant change in many areas, this is not 
to be confused with clinically significant change, which is much harder to establish and 
probably a more useful measure of outcome.
Whilst the satisfaction survey results showed high levels of helpfulness, high 
satisfaction and little variation in response is often found in patient satisfaction surveys, 
(Locker and Dunt, 1978) and research has shown that this is even more pronounced for 
older patients. They are more likely to express high satisfaction compared to younger 
respondents (Fitzpatrick 1991) perhaps suggesting that a quantitative satisfaction 
survey may not be the most accurate way of assessessing satisfaction. However given 
that it is a cheap, quick and easy way of doing so realistically it is likely to be the most 
appropriate measure.
Additionally, the satisfaction questionnaire was designed by a staff member, rather than 
using any established measures and so reliability and validity not been tested (although 
it has face validity). It also has all the usual limitations of self report measures such as 
people not being truthful (Barker et al, 2008).
Further Research
Further research should focus on seeing if patients who have suffered a fall and 
subsequently attended a falls group would have greater health improvement than those 
who did not attend a group (however there are ethical implications of potentially 
‘denying’ patient’s treatment). A follow up study could also focus on whether different 
types of participants are more likely to benefit from a falls group than others. There is a 
suggestion from PROFANE that the fall prevention strategies might not be as effective 
for those who are at risk of serious fall injuries. Perhaps age, sex and severity of health 
along with attendance all mediate effects.
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Feed-back to the service and service related implications
Initially, the results of this research will be fed back to all relevant staff in the Hospital 
via a presentation. Staff have recalled how, when offered a place on the falls group, 
some people have been reluctant to take it up, perhaps through a misunderstanding of 
what the group is, or because the unknown can be daunting, particularly in ill health. 
The field supervisor is currently designing a service user leaflet with information about 
the falls group is and it is envisaged that some of the results from this research will 
used in it. The aim is to provide potential service users with more information about 
services available to them and hopefully encourage participation.
Additionally a poster presentation with some of the findings from this research will be 
given at a conference this year.
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l a t e r  U fe  T ra W n g  
APPENDIX 4.8 - BERG BALANCE SCALE
Item Description Score (0 -4 )
1. Sitting to standing
0=needs moderate of maximal assistance to stand; 1=needs minimal aid to stand or 
stabilise; 2=able to stand using hands after several tries; 3=able to stand ‘ 
independently using hands; 4=able to stand without using hands and stabilise 
independently.
2. Standing unsupported
0=unable to stand 30 seconds unassisted; 1=needs several tries to stand 30 
seconds unsupported; 2=able to stand 30 seconds unsupported; 3=ab!e to stand 2 
minutes with supervision; 4=abie to stand safely for more than 2 minutes
3. Sitting unsupported
0=unable to sit 10 seconds without support; 1 =able to sit 10 seconds; 2=ab!e to sit 
30 seconds; 3=able to sit 2 minutes under supervision; 4=able to sit safely and 
securely for over 2 minutes
4. Standing to sitting
0-needs assistance to sit; 1=sits independently but has uncontrolled descent; 
2=uses back of legs against chair to control descent: 3=controis descent by using 
arms; 4=sits safely, minimal use of hands
5, Transfers
0=needs two people to assist or supervise to be safe; 1-needs one person to assist; 
2=able to transfer with verbal cueing and/or supervision; 3=able to transfer safely 
with definite need of hands; 4=able to transfer safely with minor use of hands
6. Standing with eyes closed
0=needs help to keep from falling; 1=unable to keep eyes closed 3 seconds but 
stays steady; 2=able to stand 3 seconds; 3=able to stand 10 seconds with 
supervision; 4=able to stand >10 seconds safely
7- Standing with feet together
0=needs help to attain position and unable to hold for 15 seconds; 1=needs help to 
attain position but able to stand 16 seconds with feet together; 2=afa!e to place feet 
together but unable to hold for 30 seconds; 3=able to place feet together and stand 
1 minute with supervision; 4=able to place feet together and stand 1 minute or more 
safely
8. Reaching forward with outstretched arm
O=loses balance while trying or requires external support; 1=reaches forward but 
needs supervision; 2=can reach forward >5cm (2 in) safely; 3=can reach forward 
>12cm (5 in) safely: 4=can reach forward confidently >25cm (10 in)
9. Retrieving object from the floor
0=unable to try or needs assistance to keep from losing balance or falling; 1=unable 
to pick up object and needs supervision while trying; 2=unable to pick up object but 
reaches 2-5cm from foot and keeps balance independently; 3=able to pidc up object 
but needs supervision: 4=able to pick up object safely and easily
10. Turning to look behind
0=needs assistance to keep from losing balance or falling; 1=needs supervision 
while turning; 2=turns sideways only but maintains balance; 3=looks behind one 
side only; other side shows less weight shift; 4-iooks behind from both sides and 
weight shifts well
11. Turning 360 degrees
0=needs assistance while turning; 1=needs close supervision or verbal cueing; 
2=able to turn 360 ^  safely but slowly; 3=able to turn 360  ^safely on one side only in 
4 secs or less; 4=able to turn 360 *  safely in 4 secs or less
12. Placing alternate foot on stool (up to 4  times each foot)
0=needs assistance to keep from falling or unable to try; 1=able to complete >2 
steps, needs rninimal assistance; 2=able to complete 4  steps without aid or 
supervision; Stable to stand independently and completes 4 steps each leg >20 
seconds; 4= completes 4  steps each leg in 20 seconds or less
13 Standing with one foot in front
O=loses balance whilst stepping or standing; 1=needs help to take step but can hold 
for 15 secs; 2=able to take small step independently and hold for 30 secs; 3=able to 
place foot ahead of the other and hold for 30 secs; 4=able to place foot stride length 
ahead of other and hold for at least 30 secs.
14. Standing on one foot
0=unable to try or needs assistance to prevent fall; 1=tries to lift leg but unable to 
hold for 3  secs; 2=able to lift leg independently and hold for >3secs; 3=able to lift leg 
and hold 5-10 secs; 4=ab!e to lift leg and hold for >10 secs
Adapted from Berg e ta l, CanJ.Pub.HeaIth:83tsuppl.2):S7-11,1992.
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APPENDIX 4.9 - CONFIDENCE IN MAINTAINING BALANCE 
Record sheet (GONFBal)
Name_________________  '_______  Date Of Birth_____
Test date
Hospital Number_
The respondent must rate his/her confidence while perfonning the activity without assistance from 
another PERSON. If a walking aid is normally used then it can be ‘used’ during the activity.
1. How confident are you that you can sit down in a chair without losing your
balance?
Not confident -  3 Slightly Confident - 2 Confident -1
2. How confident are you that you can get up out of a chair without losing your 
balance?
Not confident -  3 Slightly Confident - 2 Confident-1
3. How confident are you that you can pick up something from the floor
• without losing your balance - not holding on to any support?
Not confident— 3 Slightly Confident - 2 Confident - 1
4. How confident are you that you can stand unsupported for about 5 mins 
without losing your balance?
Not confident -  3 Slightly Confident - 2 Confident -1
5. How confident are you that you can walk without support for about 10 yards 
indoors without losing your balance?
Not confident -  3 Slightly Confident - 2 Confident -1
6. How confident are you that you can walk up a gentle slope indoors without 
losing your balance using your usual walking aid if necessary?
Not confident -  3 Slightly Confident - 2 Confident - 1
7. How confident are you that you can walk down a gentle slope using your 
usual walking aid if necessary?
Not confident -  3 Slightly Confident - 2 Confident -1
8. How confident are you that you can walk over an uneven pavement without 
losing your balance using your usual walking aid If necessary?
Not confident—3 Slightly Confident - 2 Confident - 1
9. How confident are you that you can go down stairs indoors, not using the
handrail, without losing your balance
Not confident-  3 Slightly Confident - 2 Confident-1
10.How confident are you that you can go upstairs indoors, not using the handrail, 
without losing your balance?
Not confident -  3 Slightly Confident - 2 Confident- 1
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G tiiîd fo rd  &  P C T
3\Iüford Assessment &nd Rehabilitzdon Ceni
Falls & Confidence Group
Confidence Rating Scale
Name: /  ; .   Date of Birth: f /~/  - 2 4
Date: IS* /
f /âtzja r/z7'ag gKgj-rzo7zj 07z à s-caZâ q/'/ -  7l9.
fZatzra  cfrcZa r/zà 7ZK7726g7" 1/ztz^  L?
1. How coiitîdent do you feel in your wulkiug abilities?
1 2 3 4 r5 j 6 7 8 9 10
No confidence A^ervconfîden
2. How confident are you in carrying out day-to-day tasks in your 
home?
1 2 3 4 15 7 6 7 8 9 10
No confidence _ Verv confiden
L I f  you did have a fall, bow confident would you feel being able to 
get Up off the floor?
1 2 ).  3 4 5 6 7 8 9 10
No confidence Very confident
Score: /30
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APPENDIX 4.12 - VISUAL ANALOGUE SCALE
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Guildford & Waverly PCT
Milford Assessment and Rehabilitation Centre
Falls & Confidence Group 
HAPS
Name:______      Date of Birth:____
Date: / /______
fVease read each statement and t/c/c the OAtE repty which comes c/osest to hotv you have
been i^//ng /n the fast wee/t.
A. I feel tense or “wound up” :
Most of the time
A lot of the time
From time to time, occasionally
Not at all
D. I still enjoy the things I used to enjoy:
Definitely as much 
Not quite as much 
Only a little
Hardly at all
A, I get a sort of frightened feeling as if something awful is about to happen:
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn't worry me 
Not at all
D. I can faugh and see the funny side of things:
As much as I always could 
Not quite as much how
Definitely not so much now 
Not at all
A. Worrying thoughts go through my mind:
A great deal of the time 
A lot of the time
From time to time but not too often 
Only occasionally
D. I feel cheerful:
Not at all 
Not often 
Sometimes 
Most of the time
Service Related Research Project
A. I can  s it a t ease and  fee! relaxed:
Usually 
Not often 
Not at all
D. I fee l as if I'm  s lo w ed  d ow n:
Nearly all the tim-
I V ery often 
]  Som etim es  
I Not at all
A  I g e t a so rt o f fr ig h te n e d  fee ling  like “b u tte rflies" in th e  s tom ach:
 I Not at all
j Occasionally
j  Quite often 
J V ery often
D. I have  lo s t in te res t in m y appearance:
Definitely
I don't take as much care as I should 
I m ay not take as much care 
I take iust as much care as ever
A  I fee l restless  as  if  I have to  be on the m ove:
{ V ery much indeed 
j  Quite a lot 
J Not very much 
I Not at all
D. I lo o k  fo rw a rd  w ith  en jo y m e n t to th ings: 
I As much as ever I did
Rather less than I used to 
j Definitely less than I used to 
} Hardly at all
A . I g e t su d d e n  fee lin g s  o f panic:
Very often indeed 
Quite often 
Not very often 
Not at all
D. I can s till en jo y  a good  b oo k or radio o r  T V  p ro gram m e:
1 Often  
j  Som etim es  
J Not often 
j  Very seldom
P /ease c/?ec/f that you have answered a// the guest/ons/
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s f l  Milfbrd Assessment and Rehabilitation Centre
(À  X  Milford Hospital, Tuesley Lane
Godalmiag 
GU7 lUF 
01483 782547
2? '  ^ - 0 ^
“Positive Steps" 15"' April -27'^ May 2009
Having completed the Positive Steps Programme, we would appreciate it if  you would 
be kind enough to complete tliis short questionnaire. We hope this will help us to 
improve the service we offer. Thank you for your cooperation.
Please note, where questions include a scale o f 0 to 10, please mark on the scale with 
a Cross to indicate your feelings, i.e. a 10 would be the most positive response you 
could give, and a 0 would be the most negative.
1. On a scale of 0 to 10, how helpful did you find the course overall?
Not at all  ------------------------------------------------------------------------------------------ . E„To...Nv
0  ^ 10;
2. Do you feel the course has made any difference to any of the following? 
Number of falls O  
Independence O  
Confidence
3. How helpful did you find the Physiotherapy introduction to exercise discussion 
at the beginning of the course?
Not at all _________________________ k '%________________________  Extremely
0 y  5 ') 10
1. How often do you continue with your home exercise plan?
2-3 times a day n
Once a day n
3-4 times a week Q
Once a week Q
Less than once a week
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Do you feel you have benefited from the exercise sessions in the gym?
Not at a l l -------------------------------------------------------------------------  Ex treniely
0 5 10
6. Do you feel that practicing your home exercise plan at MARC helped you carry it 
out at home?
Not at all ___________________________ ________________________Extremely
0 5 10
6. How helpful did you find the Occupational Therapy sessions on hazards at home 
and cause of falls?
Not at all \  y ' Extremely
7. How helpful did you find the Psychology sessions on anxiety management, fear of 
falling and pacing yourself?
Not at all --------------------------------------------- ------------------------------------------ Extremely
0 5 10
8. How helpful did you find the advice given on healthy eating?
\  /Not at all ------------------------------------------------------------------------------------r V  Extremely
/ TO
9. How helpful did you find the advice given on medication?
Not at all ---------------------------------------------------------------------------------------- Extremely
0 5 10
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How helpful did you find the advice given on what to do if  you have a fall and 
how to get up off the floor?
Not at all
How helpful did you find the breathing exercises and relaxation sessions?
Not at all Exiremeiv
2. How helpful did you find the advice given on footwear?
Not at all Extremely
How much of y our goal(s) do you feel you have achieved?
None All
Please feel free to provide anv comments or suggestions for ttnprovemtnfs
 f ^  y  :  '  \  1' t
t . f -"'"   J__
T H A N K  YO U  FO R  YO U R  T ÏM E
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The intervention, ‘A positive step’, included the following:
• A physiotherapy introduction to exercise discussion 
Establishing a home exercise plan
Exercise sessions in the gym concentrating on chair based exercises 
What to do if you have a fall and get up off the floor 
Occupational Therapy sessions on hazards at home and cause of falls 
Psychology session Anxiety management, fear of falling and pacing 
yourself
Healthy eating advice 
Pharmacist Medication advice 
Breathing and relaxation exercises 
Footwear advice
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Evidence of the findings of the service related research project being fed-
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Evidence of the findings of the service related research project being fed-back to the
service
v:vvB I  U E
Dear Angela.
I ha'i's opened (his one but not sure whet I am doing. Hopet d! ^ «n discuss on Tuesday 4th May be! i ih , ou 
Many many thanks tor ieeding back the .Sbults J  the e-valuation again |
Ann
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Abstract
Gender differences in the journey to recovery from addiction: A secondary analysis of
data from Glasgow.
introduction: The current literature base points to there being gender differences in 
substance use, treatment access, retention and outcomes. Given these differences it is 
suggested that gender may also moderate the course of recovery from addiction. 
Although the research literature on longer term recovery is in its infancy, there is little 
attention paid to whether journeys do differ for men and women.
Objective: This study aimed to examine gender differences in the journey from 
addiction to recovery in two parts. Firstly whether there are gender differences in drug 
taking histories and key life events before starting recovery. Secondly whether there are 
gender differences in current recovery status (in terms of social inclusion, psychological 
and physical wellbeing and quality of life) and the use of social networks.
Method: A quantitative methodology was used to carry out a secondary analysis of 
retrospective data collected using non probability sampling. Data from 205 individuals 
who had previously been addicted to either heroin or alcohol and believed themselves 
to be in recovery were analysed in order to examine gender differences.
Resuits: Six hypotheses were tested and analysis of the data found that whilst gender 
did appear to moderate some aspects of the recovery journeys, there was not a clear 
picture. Furthermore, there was a different picture for ex-alcohol users compared to ex­
heroin users; gender differences were more apparent in the alcohol recovery cohort 
than in the heroin recovery cohort.
Discussion: The results are discussed with reference to existing research and theory. 
The clinical implications of this study, study limitations and ideas for future research, are 
also considered..
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1. INTRODUCTION
1.1 Orientation to Thesis
Addiction has been described as a chronic, relapsing, lifelong condition (Laudet et 
al., 2002). It is often a cyclical process with many substance users making frequent 
transitions from substance use to abstinence before finally achieving recovery (Hser 
et al., 2007). The cost of problematic substance use to the individual can be social, 
psychological, physical or legal (Advisory Council on Misuse of Drugs (ACMD), 
1982) and has a wide reaching effect on family and friends as well as placing a 
heavy burden on society (Bennett & Holloway, 2005).
Although there are inherent difficulties in trying to accurately calculate the number of 
problematic drug users due to a large hidden population, current figures on number 
of problematic drug users (PDUs) show addiction to be wide spread problem. The 
Department of Health (DOH) (2009) estimated that in 2006/07 there were 404,884 
problem drug users (PDUs^"^) in the UK, which is the equivalent of 10.10 PDUs per 
1000 population. In England alone this figure was 328,767 (a rate of 9.76 per 1,000) 
and in Scotland 55,328 (a rate of 16.16 per 1,000) (Hay et al., 2008, 2009).
Gender differences in drug use exist with men being more prolific drug and alcohol 
users than women (The British Crime survey, 2008/09). There is also ongoing 
debate around whether there are different patterns regarding access to treatment 
between men and women as well as treatment retention and outcomes (NTA, 2010). 
Given these gender differences in patterns of substance use and treatment it is 
suggested that gender may also moderate the course of recovery from addiction 
(Harvard Medical School, HMS, 2010; Greenfield, 2007). Although the research 
literature on longer term recovery is in its infancy, there is little to no attention paid to 
whether recovery journeys differ for men and women, despite evidence suggesting 
gender may in fact moderate the course of recovery (Grella et al., 2008; White, 
2006a).
Problem drug use is defined as use of opiates and/or crack cocaine
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1.2 Overview
This research project aimed to examine gender differences in the journey from 
addiction to recovery in two parts. Firstly whether there are gender differences in 
drug taking histories and key life events before starting recovery. Secondly whether 
there are gender differences in current recovery status (in terms of social inclusion, 
psychological and physical wellbeing and quality of life) and the use of social 
networks (social relationships and use of recovery groups).
The introduction will start with a brief discussion of the historical aspects of 
treatment recovery and how it has led to the current understanding of recovery in 
the context of addiction. An overview of the current research literature on recovery 
processes and predictors of recovery will then be presented before looking more 
specifically at the gender differences in initiation of substance use through to 
recovery. Finally the study rationale and hypotheses will be outlined.
1.3 The history of recovery
The concept of recovery from addiction has existed in some form since the start of 
self help organisations such as Alcoholics Anonymous (AA) in the 1930s (Murray, 
1996). However, it is only just gaining wider recognition and beginning to be 
addressed in research and through government policy (for example, the UK Drug 
Strategy 2010 (UK Government, 2010), and The Road to Recovery, (Scottish 
Government, 2008)). The framework for understanding addiction recovery comes 
from the mental health literature where recovery has been a prominent topic since 
the 1970s (Tomes, 2006). Indeed the addiction and mental health recovery 
movement share much common ground (Davidson & White 2007; Gagne et al., 
2007). The recovery ideology for both assumes that individuals are agents of their 
own recovery and that there are a number of different possible recovery pathways; 
both models hold that each individual recovery is unique. Furthermore recovery 
should be considered as a journey rather than a dichotomous division where a 
person is categorised as either recovered or not recovered. (White et al., 2004; 
Davidson & White 2007; Gagne et al., 2007).
Prior to this, addiction research and treatment tended to align itself with the medical 
model, focusing on alleviation of symptoms with the ultimate goal of becoming 
abstinent. Abstinence was considered the end point of a journey, rather than the 
beginning or midpoint of an ongoing journey (White, 2006; Hansen et al., 2008).
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Similarly research tended to address issues such as treatment retention and 
completion with little emphasis given to the issues such as an individual’s quality of 
life (Laudet, 2008) or general ‘wellness’(Skevington et al., 2004).
1.4 Defining recovery from addiction
In light of these historical tensions recovery in the context of addiction has proven 
difficult to define and as such, there is little consensus around what recovery 
actually means. (Laudet, 2008). A number of definitions have been put forward (for 
example; White, 2008; The Betty Ford Institute Consensus Panel, 2007; UK Drug 
Policy Commission, 2008). Most definitions share an emphasis on general wellbeing 
and active involvement in society (citizenship), however contention arises around 
issues regarding full or partial abstinence of problematic substance, the 
consumption of other (non problematic) substances and the use of substitute 
medication.
Substitute medication
Certain schools of thought, such as the UK Drug Policy Commission (2008) believe 
that it is possible to be taking a substitute opioid medication such as methadone to 
control for withdrawal symptoms and still be considered as recovered or in recovery. 
In contrast to mutual aid group Narcotics Anonymous (NA) who would consider this 
as a form of using (NA, 1991).
Abstinence
Debate is ongoing as to whether or not total abstinence is needed for recovery or if 
reduced consumption such as controlled drinking is acceptable. Many definitions 
such as the Betty Ford Institute Consensus Panel, (2007) which uses ‘sobriety’ in 
their definition imply that recovery is synonymous with total abstinence from alcohol 
and other drugs of abuse.
Research lends weight to the idea that in order to overcome problematic substance 
use, one has to refrain from any use of that substance. Mutual Aid groups such as 
AA and NA do not believe continued consumption of problematic drug even in 
moderation is possible for someone addicted to alcohol or drugs (AA, 2001; NA, 
1991). This is supported by the evidence base; a number of studies found that 
simply reducing consumption of the problematic substance is not common and is not 
usually sustainable, eventually leading to increased and problematic use of the drug.
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A 60 year follow up of alcoholic men found that only 1% were practicing controlled 
drinking in recovery, compared to 32% who had remained abstinent and in recovery 
(Vaillant, 2003). A study of former substance users who had been addicted to 
heroin or crack found that the majority, 87%, felt in order to be considered recovered 
one would need to be totally abstinent from the drug of misuse (Laudet, 2008). The 
small body of evidence which suggests that it is possible to have some low level use 
of substances without problems found this is most likely when the substance 
problem is not severe. (White, 2007).
Definitions of recovery tend are often bound up with issues of abstinence. A different 
point of view is offered by Roper (2008) who claimed that “abstinence is not 
recovery”: that recovery is something more, a process whereby an individual makes 
an effort to make positive change. “Abstinence requires a decision; recovery 
requires time and effort” pg. 257. It is the individuals overall life and quality of life 
and their contribution to society that should be the focus of recovery (Laudet et al., 
2009; Gagne 2007).
This study used a combination of these definitions when defining ‘recovery’. In line 
with the research that suggests continued consumption of problematic substance is 
unlikely to yield positive results, the inclusion criteria stated that the respondents 
should have been abstinent from that substance for more than twelve months. It 
also incorporated Valentine’s (2011) assertion that if you say you are in recovery, 
then you are. Along with current abstinence from the problematic substance, the 
only other inclusion criteria were that respondents felt that they were in recovery or 
were recovered.
1.5 The process of recovery
A number of theoretical models have been put forward to explain the process of 
recovery most notably the numerous stage theories which could apply to addiction 
recovery (Prochaska & Di Clemente, 1992; Shaffer & Jones, 1989; Frykholm, 1985; 
Klingemann, 1991). These share four similarities; the identification of a problem and 
mobilisation of resources, the initiation of recovery, the maintenance of recovery and 
the experience of improvements in quality of life once in long term recovery (Best et 
a/., 2010).
For many individuals the process of recovery includes accessing formalised 
treatment. There is a substantial body of research that shows that a variety of
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treatment approaches such as community treatment (e.g., with the use of substitute 
medication) or inpatient treatment (such as detoxification and rehabilitation) are 
successful. The National Treatment Outcomes Research Study (NTORS) found that 
one year after rehabilitation for drug misuse, 58% remained abstinent (Gossop et 
a/., 1998). The Drug Treatment Outcome Research Study (DTORS) found that 
almost half of ex-heroin users remained abstinent a year after treatment (Jones et 
al., 2009). As well as formal treatment, participation in mutual aid groups has been 
shown to aid recovery (Emrick et al., 1993 as cited in White, 2006) as well as overall 
functioning (Kelly & Yeterian, 2008).
Another common recovery process has been described as ‘natural recovery' 
(Winick, 1962). Studies of Vietnam war veterans who were addicted to heroin found 
that the majority were no longer dependent many years later, despite not receiving 
any treatment for their addiction (Robins, 1993; Price et al., 2001). It has been 
suggested that this group of people simply out-grow their addiction (Best et al., 
2010a). A study of those with alcohol problems found that three-quarters recovered 
without treatment (Sobell et al., 1996; Cunningham et al., 2000). It has been argued 
that the individuals whose recovery process involves ‘maturing out’ of their addiction 
have less severe substance use problems than those who access substance misuse 
treatment (Dawson, 1996; Cunningham et al., 2000). Whereas the individuals who 
access treatment were less able to draw on their resources and were described as 
more likely to be “on the margins of society” (Storbjotk & Room, 2008).
1.6 Predictors of recovery
There is not a robust evidence base showing what recovery looks like over time nor 
what predicts successful recovery (Hser et al., 2007a). However, studies of people 
who have been addicted to drugs and alcohol have found that triggers pushing them 
to a turning point in their life where they decided to stop taking, are different to those 
factors that help sustain recovery. (Granfield and Cloud, 1999 as cited in White et 
al., 2004). Initial triggers include “hitting rock bottom” (Blomqvist, 1999) and being 
“tired of the lifestyle”, along with experiencing significant personal problems related 
to physical or psychological health (McIntosh & McKeganey 2002; Best et a i, 2008). 
The fear of losing valuable relationships and jobs was also found to trigger recovery 
(Granfield & Cloud, 2001).
Sustained recovery is said to be aided by the amount of recovery capital one 
possesses. Recovery capital has been described by Granfield and Cloud (1999) as
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“the breadth and depth of internal and external resources that can be drawn upon to 
initiate and sustain recovery from alcohol and drug problems” pg 1-2; these authors 
state that these resources can be internal (such as personal and psychological) or 
external (such as social support) (Granfield & Cloud, 1999).
Having support from friends has been shown to be an important factor in 
maintaining recovery (Laudet et ai, 2002), particularly, if friends supported recovery 
(Humphreys et al., 1997; Project MATCH Research Group, 1997). Distancing 
oneself from those who continued to use drugs/alcohol was also shown to aid 
continual recovery (Best et al., 2008) and having friendships and relationships with 
non drug using people (McIntosh & McKeganey, 2000). Having a large social 
network was found to prevent relapse (Bond et al., 2003). A study by Litt et al., 
(2009) found that by having one extra non substance using person in a social 
network resulted in a 27% greater likelihood of maintaining abstinence over the next 
year. Peer support groups were shown to be successful in preventing people from 
relapsing, however, attendance at such groups was not shown to result in any 
significant increase in quality of life (Boisvert, etal., 2008).
In addition to the social aspects involved in establishing and maintaining recovery, 
other important factors said to be influential include what has been termed gaining 
greater external recovery capital’ . This includes having adequate housing and 
employment in order to help sustainable recovery (Best & Laudet, 2010).
1.7 Why is gender important?
Greenfields’ (2007) review of the literature reported that research commonly focused 
on men yet the findings were generalised to both sexes. As such, drug treatment 
has been criticised as providing a ‘one size fits all approach” (Matthews & Lorah, 
2005). Despite this approach, it has been hypothesized that “Gender may affect 
susceptibility, recovery and risk of relapse” (HMS, 2010). Gender is said to be a 
moderator at all stages from initiation of substance through to participation in 
treatment and longer term outcomes. (Grella et al., 2008). Thus suggesting it is 
important to consider the differences in recovery journeys between men and 
women. But not only is the research into recovery from addiction in its infancy the 
focus on gender differences in this recovery process is negligible.
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1.8 Gender differences in drug taking
Men appear to be more prolific drug and alcohol users than women. The British 
Crime survey (2008/09) estimated that in the previous year double the numbers of 
men than women used some form of illicit drugs. This was true for opiate^^ use; 
1.3% of men claimed to have used opiates during their lifetime compared to 0.4% of 
women, and 0.9% of men reported that they had used opiates in the last year 
compared to only 0.3% of women (DOH, 2009). A similar gender pattern can be 
seen in alcohol use; the Adult Psychiatric Morbidity Survey (2007) estimated that 
8.7% of men were alcohol dependent (mild to severe) compared to 3.3% of women 
(McManus et al., 2007) while 6% of men and 2% of women in England could be 
defined as ‘harmful drinkers’^^  (The NHS Information Centre, 2009). The gap, 
however, between men and women’s drinking patterns is supposed to be closing 
(Holmila & Raitsalo, 2005). A similar pattern over time was found regarding other 
substance use. (McPherson et al., 2004)
Initiation into drug use is believed to differ for men and women. Men tend to start 
using at a younger age than women but women who do become addicted do so at a 
much faster rate than men, a phenomenon known as telescoping (Greenfield, 2007; 
Hser, et al., 1987a). The onset of drug use for women has been described as 
“sudden and heavy” compared to men’s use which is more gradual (Nelson-Zlupko 
etal., 1995).
There are also said to be gender differences in the factors that influence initiation to 
substance use. For men peer influence tends to draw them to drugs or alcohol and 
substance use helps them in social situations. (Frajzyngier et al., 2007, Hser et al., 
1987) alternatively women are more likely than men to start using substances after a 
traumatic event, for example family problems, accidents, illness or abuse (Nelson- 
Zlupko et a/., 1995). Furthermore women continue to use drugs/alcohol as a coping 
mechanism (McCaul as cited in Haseltine, 2000) and to self medicate for emotional 
problems (Chatham etal., 1999).
Opioid use refers to heroin and/or m ethadone use
This m eans dam age to health is likely due to alcohol consumption.
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Women also tend to be influenced by their partner regarding drug use (Frajzyngier 
et al., 2007, Hser et al., 1987a). Partners’ influence on substance use was further 
investigated by Grella et al., (2008), who found that for women, their partner’s use of 
substances had more influence on their substance use than vice-versa. Some 
studies have found that women feel their partners were responsible for encouraging 
them to start taking drugs and also supplied them (Amaro & Hardy-Fanta, 1995). 
Women with alcohol problems are more likely to have partners with alcohol 
problems than men (Brady, 2009). The influence of others on women’s drug using 
behaviour was also seen regarding family members, in a literature search Pelissier 
and Jones (2005) found that women were more likely to have substance using 
family members than men.
1.9 Gender consequences of addiction
Whilst it has been argued that the consequences of addiction, both medically and 
socially, appear to be more severe for women than men (Harvard Medical School, 
2010) the evidence is not clear. In the UK hospital admission rates for alcohol 
related problems were higher for males than females. In 2007/8 men made up 62% 
of the total number admitted to hospital for alcohol related conditions (The NHS 
Information Centre, Lifestyle Statistics, 2009), while acute hospital inpatient 
admissions rates for alcohol were twice as high for men than women (Scottish 
Executive, 2000).
With regards to the physical consequences of addiction, problems occur faster in 
women than men because of biological differences. For example there are gender 
differences in the absorption and metabolisation of alcohol (HMS, 2010) There is 
also suggestion that women may be more vulnerable to brain damage due to 
alcohol use than men (Hommer et al., 1996). Biological differences in vulnerability to 
drug abuse have also been put forward due to different levels of hormones (Lynch et 
a/., 2009).
Pelissier and Jones (2005) found a mixed pattern with regards to gender differences 
in the consequences of substance misuse. While some papers reported women 
having a more severe heroin addiction than men, many found this was not the case 
and there was no gender difference in severity of addiction. However, there was a 
clearer picture for alcohol addiction; men tended to have more severe drinking 
problems than women. One social consequence of addiction is stigma and this is 
said to be greater for women drinkers than men drinkers (Brady, 2009; White, 2002).
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Pinkham (2010) suggests this is because women’s role is often considered to be 
caretakers of others, their children and partners and addiction can impede this 
ability, hence it is especially stigmatising.
1.10 Gender differences in seeking help 
Treatment
Women are believed to seek help for their substance problem faster than men. 
(Hernandez-Avila et al., 2004; Hser et al., 1987b) although women, on average 
started consuming substances comparatively later than men, they enter treatment at 
an average younger age than men. UK data from 2008-09 found women entered 
treatment at an average age of 30 after an average of 7 years substance use 
compared to 32 years for the average man after 9 years of substance use. (NTA, 
2010b) A review of the literature found conflicting evidence, studies either concluded 
that there was either no difference in time taken to seek help for addiction or 
confirmed that women did seek treatment eariier than men (Pelissier & Jones, 2005)
Research shows that the reason for referrai into treatment tends to differ by gender. 
Women are more iikeiy than men to self refer for treatment or go through the mental 
health system or child welfare system in the US / social services in the UK, whilst 
men are more likely than women to be referred via the criminal justice system (NTA, 
2010b; Weisner & Schmidt, 1992).
Not oniy is there said to be less pressure for women to change their drinking habits 
compared to men (Bischof et al., 2000), there is also less support for them to enter 
into treatment (Grelia & Joshi, 1999; Haseltine 2000), and an earlier study by 
Beckman and Amaro (1986) found women were actualiy dissuaded by their family 
from seeking help, and they receive less support from their partners to recover than 
men do (Zweben, 1996). Amaro & Hardy-Fanta (1995) found that women were 
actuaiiy discouraged from seeking help, as it was seen to prevent them from looking 
after their family. Other barriers to seeking treatment for women were said to be 
finding adequate child care arrangements (Nelson-Zlupko et al., 1995).
Greenfield et a/’s., (2007) review of 280 published articles concluded that women 
were less likely than men to access treatment. However in another study analysis of 
all those in drug treatment in England found that when accounting for type of drug
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use, women were not actually under represented in formal drug treatment (Best & 
Abdulrahim, 2005)
Treatment Outcomes
While it has been suggested that women find it more difficult to stop using (Harvard 
Medical School, 2010), there is little evidence to suggest that treatment tends to be 
more successful for one sex than the other (Pellissier & Jones, 2005; Grella et al., 
2008). Greenfield et a/s., literature review (2007) concluded that there were no 
gender differences in terms of treatment retention and outcomes. Analysis of the UK 
data of those in treatment for opioid misuse also found no gender differences in the 
proportion discharged from treatment drug free (NTA, 2010). Green (2006) 
concluded that women’s treatment outcomes were certainly no worse than men’s.
Self help groups
Women with alcohol problems have been found to have higher rates of participation 
in self help groups than men (Humphrey’s et al., 1991). And these self help groups 
were found to be more influential in helping women in recovery from alcohol misuse 
than they are for men (Timko et al., 2002, 2005; Moos et al., 2006). Studies have 
also found this to be the case for problematic drug use (Hser et al., 1987b).
1.11 Gender differences in relapse rates
There is a mixed picture regarding whether or not men or women are more likely to 
relapse back into substance use. Whilst the Harvard Medical School (2010) claims 
that women have higher relapse rates than men, this is not always found to be the 
case. In a study of people taking substitute medication for opioid addiction, there 
were found to be no gender differences in the number of times they moved from 
abstinence to using opioids back to abstinence (Hser, 1987b). There is some 
suggestion that male offenders are more likely to relapse than female offenders 
(Pellisier et al., 2003). A longitudinal study of recovered drug users (Grella et al., 
2008) found that relapse rates did not differ by gender over a six year period, 
however the causes of relapsing tended to be different for men than women. 
Pressure and living alone were cited as common causes for relapse for men, whilst 
for women depression, difficult relationships and having a partner who used drugs 
were more likely to cause a switch to using again. (Walitzer & Dearing, 2006, Rubin 
efaA, 1996X
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1.12 Gender differences in quality of life and psychological and physical 
health
The evidence suggests women with problematic substance use have a higher 
incidence of mental health problems compared to male drug users, and that this is 
true for those with drug problems (Nelson-Zlupko et al., 1995) as well as for those 
with alcohol problems where levels of depression and anxiety were higher in women 
than men (Matthews & Lorah, 2005). Brady claimed that women aicoholics were 
three more times likely to have a mood disorder than male alcoholics (HMS, 2010).
This gender pattern also exists at the time of entering into treatment where women 
were more likely than men to have mental health and physical health issues (Brady 
et al., 1993, Stewart et al, 2003, Wechsberg et al., 1998) and continues once in 
treatment. The UK Treatment Outcomes Profile data (2008-09) found six months 
into treatment women still continued to have lower levels of self reported 
psychological and physical health as well as lower quality of life than men (NTA, 
2010).
Few studies examine the gender differences in psychological and physical health 
once further in recovery. A number of those that did found that women continued to 
have fairly high rates of depression whiist in recovery. Weaver et al., (2000) found 
that while psychological functioning improved once in recovery, a third of the women 
in the sample screened positive for depressive symptoms. Rates of depression also 
appeared to be higher for women compared to men whilst in recovery. One study 
found women’s level of psychological distress to be higher than men’s 36 months 
after first becoming abstinent (Greila et al., 2008) and another found women in 
recovery from alcohol and drug addiction were more likely to be depressed and 
express suicidal ideation than men (Meeehan, et al., 1996). Furthermore Reed 
(1985) found that women are more likely to have lower self-esteem than men 
(Cowan et al., 2003)
Women with drug probiems were found to be more likely than men to have 
experienced past sexual abuse (Wechsberg et al., 1998J as well as physical abuse 
(Pelissier & Jones, 2005^ Indeed it is estimated that 30-59% of women receiving 
treatment for substance misuse also have a diagnosis of Post Traumatic Stress 
disorder (Najavitis et al., 1999).
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While there is some evidence to suggest that quality of life improves once in 
recovery for both ex drug and alcohol users (Laudet et al., 2009) as well as self 
esteem (Martin et al., 2008) there is a paucity of research examining gender 
differences, and whether improvements in quality of life are greater for one sex than 
the other.
1.13 Social Support
Although there is research to show how important support from family and friends is 
for those people in recovery from substance misuse, with a positive correlation 
shown to exist between the number of people in a social network and time spent 
abstinent (Manuel et al., 2007), there is little research that specifically addresses 
any differences between men and women’s social support networks. The research 
that exists shows that women are more likely to have problematic relationships with 
family, friends and partners on entry to treatment (Stewart et al., 2003; Wechsberg 
et al., 1998). In terms of marital status, Schneider et al., (1995) found that being 
married increased the likelihood of relapse in the early stages of recovery for 
women.
1.14 Social inclusion
The literature on gender differences on educational attainment and employment for 
those with drug and alcohol problems is inconsistent. While there was little 
difference between men and women with regards to the level of education achieved, 
women did appear to be less likely to be employed prior to treatment than men. 
What was clear was that men were more likely than women to have a criminal 
history (Pelissier & Jones, 2005).
1.15 Research aim and hypotheses
While some research examines differences in drug taking histories between men 
and women there is a lack of literature that specifically addresses gender 
differences in recovery journeys. The aim of this study is to examine gender 
differences in the addiction careers and recovery journeys of people who have been 
addicted to heroin or alcohol.
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Are addiction careers different for the men and women who are now in recovery?
Hypothesis 1: it is predicted that addiction careers are different for men and women. 
Women initiate drug and alcohol use later, progress more quickly from using to 
dependence, have faster help seeking behaviour and achieve recovery more quickiy 
following initial desistance attempts than men.
Are there differences between men and women in the key iife events which precede 
recovery?
Hypothesis 2: It is predicted that the key life events which precede recovery are 
different for men and women.
Is there a gender difference in terms of social inclusion (Housing, education, drug 
consumption) for those currentiy in recovery?
Hypothesis 3: It is predicted that current recovery states (in terms of sociai inclusion 
and drug consumption) differs for men and women with men having fewer difficulties 
with housing, better education and less current drug consumption.
Are social relationships (such as relationships with partner/spouse, family and 
friends) less likely to have a role in the recovery journeys of women than men?
Hypothesis 4: It is predicted that positive sociai relationships with family and friends 
are iess iikeiy for women who are in recovery compared to men who are in recovery
is there a gender difference in the current use of recovery groups?
Hypothesis 5: It is predicted that there is a gender difference in the current use of 
recovery groups, women in recovery are more likely to attend recovery groups and 
be more actively involved.
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Is there a gender difference in the quality of life and physical and psychological well 
being of those in recovery?
Hypothesis 6: It is predicted that women in recovery will have higher levels of 
psychological distress (anxiety and depression) and have a lower quality of life and 
have lower self esteem and self efficacy than men.
2 METHOD 
2.1 Design
This study is a secondary analysis of retrospective quantitative data collected using 
non probability sampling.
2.2 The original dataset
The dataset used in this study was collected for a study titled “Conducting a locality 
study to assess pathways to recovery for heroin and alcohol users” which was 
carried out by Dr David Best at the University of the West of Scotland in 2009. 
Funding for the study was received from Glasgow Addiction Services and Glasgow 
Drug Action Team. The aim of the study was to chart what support exists for 
recovery in Glasgow for alcohol and heroin users and to examine the role of local 
recovery groups in promoting recovery from alcohol and heroin problems and then 
to assess the individuals recovery journeys of people undergoing this experience. 
Access to the database was given as the researcher of this secondary study had 
previously worked with Dr Best on similar addiction research projects.
2.3 Sample and participant selection
Participants were 205 individuals (67% men, 33% women, mean age=43 years, age 
range 22-76) who considered themselves to be in recovery from heroin and alcohol. 
“In recovery” was operationalised as ‘someone who believes that at some point in 
their lives they were dependent on alcohol or heroin, but they have not used that 
primary substance for the last 12 months, and they believe themselves to be either 
recovered or in recovery’. Inclusion criteria included those who were maintained on 
substitute medication (such as methadone) or who continued to use psychoactive 
substances other than heroin (if in recovery from heroin) or alcohol (if in recovery
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from alcohol). The inclusion criteria were therefore wide, allowing anyone who 
perceived themselves as in recovery to be included. The only exclusion criterion 
was if the individual had used the substance they were in recovery from, in the past 
twelve months.
In order to maximise response rate an opportunity sample was recruited using a 
number of different methods. Participants were recruited from treatment services 
and locai user groups offering recovery orientated treatment in Glasgow City and 
via the Snowballing method, word of mouth as well as from advertisements placed 
in local newspapers^This allowed recruitment of respondents who attended formal 
support groups as well as those who were not affiliated to a group and whom were 
in ‘natural recovery’, (i.e., without any of these formal support structures).
2.4 Measures
Two interview schedules were used; one for individuals who were in recovery from 
problematic heroin use and the second for individuals who were in recovery from 
problematic alcohol use (See Appendix A). Both schedules were identical except for 
questions specifically relating to use of the ex-probiematic substance. In these 
instances the questionnaire was adapted to make it substance specific, (e.g., asking 
about injecting in the ex-heroin use questionnaire and intoxication in the ex-alcohol 
use questionnaire).
interviews were conducted by drug and alcohol diploma students who received two 
days training in the use of the questionnaire, however if participants wished to, they 
could complete the questionnaire themselves.
The interview comprised a number of sections^^
Participants also cam e from one service in Kirkintilloch, just outside of Glasgow.
The Herald and Local News ran short articles about the study inviting people to participate
and Big Issue Scotland advertised for participants
The questionnaire also contained a qualitative section on views about recovery, but these  
w ere not analysed for the purpose of this study which focuses only on quantitative analysis.
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Section one: background.
Demographics such as age, sex, ethnicity, marital status, domestic status, housing 
and employment situation.
Section two: health and quality of life.
Physical and psychological health.
This was assessed using one of the four problem domains from The Maudsley 
Addiction Profile (MAP), (Marsden et al., 1998) - the physical health and 
psychological health domain.^® The MAP was specifically designed for people with 
drug and alcohol problems because of the high prevalence of both physical and 
psychological health problems (particularly depression and anxiety, in this 
population (Rounsaville et al., 1988; Ross et a/., 1998;) Wartenberg, 1994; Rubin & 
Benzer, 1997 as cited in Marsden).
The physical health symptom domain consists of 10 items taken from the Opiate 
Treatment Index (OTI) (Darke et al., 1991) chosen because of their high prevalence 
in the drug misusing population as reported in the National Treatment Outcome 
Research Study, NTORS, and low inter-item correlation. The physical health 
symptom scale had an internal reliability of alpha 0.77 which was considered 
satisfactory. (Marsden et al.,).
The psychological scale consists of 10 items taken from The Brief Symptom 
Inventory BSI, (Derogatis, 1975), five items measuring anxiety and five measuring 
depression. Internal reliability of both anxiety and depression scales were good (a= 
0.88 and a= 0.86 respectively). (Marsden et ai,).
Scoring. Both the physical and psychological health questions used a 5 point likert 
scale rating the frequency of experiencing a range of symptoms from never (0) 
through to always (4). The total score for each scale was calculated by summing the 
0-4 scores for the ten items so the overall score ranges from 0-40.
The other domains the M AP measures are substance use, health risk behaviour and 
personal & social functioning
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Anxiety about use of drug/alcohol
Respondents were asked to rate the frequency of worrying about relapsing and 
difficulty of going without their substance of misuse
Quality of life.
This was assessed using the World Health Organisation, WHO, Quality of Life scaie 
WHOQOL-BREF (WHO 1996). It is an abbreviated version of the WHOQOL-100 
which was designed to broaden the focus from the impact of disease on patients to 
their générai weli being. The WHO operationalised quality of life as “individual’s 
perceptions o f their position in life in the context of the culture and value systems in 
which they live and in relation to their goals, expectations standards and concerns” 
(WHO, 1996, p.4). The WHOQOL-BREF^- contains 26 questions on people’s 
perceptions of different aspects of their iife and two questions on overall quality of 
iife and general health. Each question is scored using a five point likert scale. These 
26 questions can be further categorised into four domains; physical health, 
psychological health, social relationships and environment.
The WHOQOL-BREF has been shown to be a reliable and valid measure of quality 
of life. Internal consistency reliability found Cronbach’s alpha was greater than 0.7 
for all domains with the exception of social relationships (which was 0.68). The four 
domains were said to better capture quality of iife than the total score of all 26 items 
(Noerhoim et al., 2004).
Scoring. The scoring for the WHOQOL-BREF followed the steps recommended by 
the WHO for calculating scores from individuai items. This involved a number of 
steps. First the domain score was calculated by taking the respondent’s mean score 
of the items within that domain, if there was missing data for a question it was 
substituted with the mean of the other items in that domain for that respondent. If 
there were more than two missing scores in one domain, a domain score was not 
computed for that individual. This score was then multiplied by four in order to make 
it comparable with the scores in the original WHOQOL-100. Finally the domain 
scores were converted to a 1-100 scale (See Appendix B). If more than 20% of data
The original W H O Q O L  had the sam e four domains but in addition had a separate domain  
for independence and spirituality/religion/personal beliefs.
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was missing for an individual respondent their responses were not included in the 
analysis. The domains are scaled in a positive direction; higher scores denote a 
higher quality of life.
Section three: selfesteem and self efficacy.
The self esteem and self efficacy scales were taken from the Texas Christian 
University, TCU, Client Evaluation of Self and Treatment, CEST, questionnaire (Joe 
et al., 2002) which assesses client’s performance and psychological functioning 
whilst in treatment for drug or alcohol misuse. Internal consistency has been shown 
to be very good, with coefficient alpha reliabilities for self esteem of .91 and self 
efficacy .80 (Joe, et al., Simpson et al., 1993) and high test-retest reliability 
(Simpson, 1991). The self esteem section consists of six questions and the self 
efficacy section seven questions. These are answered using a 5 point likert scale^^ 
(1 = strongly disagree and 5= strongly agree) with reflective scoring where 
appropriate. A higher score denotes higher self esteem/self efficacy.
Scoring. The scoring of these two scales followed the recommended TCU scoring. 
An overall score for each category was arrived at by calculating the mean response 
of questions within that category and multiplying by ten. Therefore the self esteem 
and self efficacy scores each range from 0-50. If an individual’s responses to more 
than half the questions within a category are missing this will be treated as missing 
data.
Section four: current recovery status.
Participants responses to questions on current drug taking behaviour/alcohol 
consumption based on the MAP drug taking grid and both objective and perceived 
stage of recovery were included.
Section five: social functioning.
Information was gathered on social functioning and the social networks (i.e., 
numbers of friends, family) surrounding the respondent as well as information on the 
number of people in the social network that were still using, in recovery or not using.
^  The T C U  questionnaire has a 7 point likert scale, but Joe et al, stated an acceptable  
alternative was a 5 point scale
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Section six: recovery support group participation.
Respondents who currently attended a recovery group were asked about their 
participation within that group. These questions were taken from the Recovery 
Participation Scaie, RPS, (Groshkova et al., 2011). The RPS contains 26 questions 
on different aspects and ievels of participation in a recovery group. No information 
was available on the validity and reliability of the 26 item RPS, however a brief 15 
item version is considered to be a valid measure (Groshkova et. al., 2011).
Scoring. Responses were scored 0-3, with higher scores denoting greater 
participation within the recovery group. A total recovery participation scale was 
arrived at by summing the responses from the 26 questions, so that the scale 
ranged from 0 to 78.
Section seven: lifetime history of drug/alcohol use.
Retrospective information was gathered on drug/aicohoi use using a structured 
assessment of life history. The Lifetime Drug Use History, (Day et al., 2008). 
Respondents were asked questions regarding age of initiation into substance use, 
abstinence attempts and treatment received as well as age when certain life events 
occurred. Very good inter-rater reliability for heroin and cocaine has been found for 
this method of taking a drug use history (Day et al., 2008). Overail scores cannot be 
caicuiated from this structured assessment however ages at life events and 
frequency of life events can be established.
2.5 Procedure
Organisations and support services in the Glasgow area claiming to actively 
promote recovery from drugs and alcohol in the community were identified^^. These 
included professional groups such as treatment agencies, mutual aid groups such 
as AA and peer support groups.
Service managers/coordinators of these organisations were approached via written 
ietter to determine if their service provided support for people in recovery and if so, 
whether they were willing to take part. Researchers met with each of the service
From the National Directory of Drug Services in Scotland www.scottishdrugservices.com  
and through asking local treatm ent providers
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managers to find out in more detail about the group’s recovery approach^"* and to 
explain how the services could be involved. Managers/coordinators of services 
agreeing to be involved were asked to help publicise the survey through 
disseminating publicity materials such as leaflets and to recruit individual service 
users.
All individuals, regardless of the method of recruitment, (i.e., through services, 
recovery groups, word of mouth or newspaper advertisements) agreeing to 
complete the questionnaire were given an information sheet (Appendix C) by the 
researcher outlining the project details. The information sheet stated that the 
information the respondent would give would be confidential and they would remain 
anonymous. Written informed consent was gained for all participants. Respondents 
were given a £10 shopping voucher as a reward for participating.
2.6 Ethical approval
The original project gained ethical approval from the University of the West of 
Scotland Research Ethics Advisory Group on 19*^  January 2010. Ethical approval 
for the secondary analysis of the data and this research was received by the Faculty 
of Arts and Human Sciences Committee on 14^ February 2011.
2.7 Treatment of Data 
Missing data.
Inspection of the dataset showed that there was very little missing data. Each 
variable had less than 5% of data missing and missing cases were distributed fairly 
evenly throughout the dataset, therefore these variables were analysed and an 
individual’s missing data for questions was excluded from relevant analysis. When 
computing an overall scaled score by aggregating responses to a number of items, 
missing data for individual questionnaire items were replaced by the mean as 
recommended by Howell (2002). Treatment of missing data when calculating scores
Information w as also gathered about each of the recovery groups (e.g. meeting times, 
opening times), individuals roles and duties within the group and their views on recovery, 
however as this information is not directly relevant to the secondary analysis it will not be 
detailed in this report.
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for the validated questionnaire measures (the MAP, CEST & WHOQOL-BREF) has 
already been discussed.
Coding of data
Data were analysed using SPSS version 16. A significant amount of data coding 
was carried out inciuding coding data from string variables into numeric variabies 
and computing numerous variables from the original data input into SPSS. This 
included computing scaled scores from numerous data items, aggregating data into 
dichotomous variables and creating multiple response sets from more than one data 
variable. Overall scores for quality of life, psychologicai weiibeing, physicai health, 
self efficacy, self esteem were also calculated from data for individual questions.
Statistical Analysis
Statistical analysis was undertaken for the heroin recovery cohort and alcohoi 
recovery cohort separately as the literature suggested that there are differences 
between the two groups of substance users, in order to examine the study 
hypotheses, comparisons were made between men against women within each of 
the two recovery cohorts.
Numerous statistical tests were used. When looking for differences between groups 
(e.g. women and men) t-tests and ANOVAs were used if the assumptions for vaiidity 
were met. The main assumptions for the validity of the modeis which underlie 
AN OVA are that the residuals are normally distributed and do not vary across the 
leveis of the independent variables. The former was assessed by inspection the 
histograms (See Appendices) and the latter by Levene’s test. For t-tests the 
normality of the data was examined by group as recommended by Field (See 
Appendices). Interaction terms were included in the models to examine effect 
modification by gender. Only terms which explained a significant amount of variation 
were included in the modeis apart from gender which was always included.
Non parametric equivalents. Chi-square and Mann-Whitney U tests were used if the 
assumptions for the parametric tests were not met. Pearson's bivariate correlations 
were used for correlations when the assumptions for it were met, i.e., one variable 
was normal, p values less than .05 were considered significant.
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3. RESULTS
3.1 Sample characteristics
Table 1 shows sample characteristics of the final sample. Of the 205 participants, 
there was an almost equal spread of ex- heroin users and ex- alcohol users. Of the 
total sample 67% were male and 33% were female^^. The substance split by gender 
was not statistically significantly different; there were similar proportions of male and 
female ex-alcohol users and also similar proportions of male and female ex-heroin 
users (x^(1)= 3.73, p = .06). In the heroin recovery cohort similar proportions of men 
and women were maintained on substitute medication (x^ (1) = .31, p=.64). The 
majority of both men and women were prescribed methadone, (Fisher’s Exact Test 
p=0.67).
The age of participants ranged from 22 years old to 76 years old, with a mean age 
of 43.2 years. Due to the non normal distribution of data, age was grouped into 
categories and associations examined using Chi-square. There were no significant 
differences in age between men and women in the ex-alcohol sample (% (^3)= .19, 
p=0.98) or the ex-heroin sample (% (^3)= 1.51, p=0.68). All 205 respondents 
classified themselves as White, either White British, or White other.
Participants were asked what stage of recovery they were currently in. The majority 
of the total sample (59%) considered themselves to be in early recovery and there 
were no significant differences between time in recovery by gender for the heroin 
recovery cohort (%^ (2) = 1.60, p = 45) or the alcohol recovery cohort (2) = 1.88, p 
=.39).
Recruitment was categorised into two groups, recruited from services/recovery 
groups or recruited via snowballing/the media. For the total sample, the majority of 
individuals were recruited from the former. Recruitment method did not differ 
between men and women for the heroin recovery cohort (x^ (2) = 0.615, p =.43) nor 
alcohol recovery cohort y  (2) = 0.20, p =.66.
This split is approximately representative of the gender difference that exist in the national 
treatm ent population, w here 25%  of all people receiving structured drug treatm ent are  
wom en and 75%  are male (NTA, 2010).
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Table 1:
The distribution (percentages) of different sample characteristics for maies & 
females separately for each substance
Characteristic Total Heroin Alcohol
Male Female Male Female Male Female
Substance (n=137) (n=68) (n=72) (n=26) (n=65) (n=42)
Heroin 52.6 (72) 38.2 (26) - - - -
Alcohol 47.4 (65) 61.8 (42) - - - -
Substitute
Medication
Yes
No : - 36.1 (46) 63.9 (26) 42.3 (15) 57.7(11) - -
Age (years)
Mean 42.9 43.6 (68) 37.1 (72) 36.3 (26) 49.4 (65) 48.1 (42)
SD
(137)
10.8 11.3 6.7 7.4 10.7 11.0
Stage of 
recovery
Early (1-3 56.2 (77) 64.7 (44) 63.9 (46) 76.9 (20) 47.7 (31) 57.1 (24)
years)
3-5 years 13.1 (18) 11.8 (8) 15.3 (11) 7.7 (2) 10.8 (7) 14.3 (6)
5+ years 30.7 (42) 23.5 (16) 20.8 (15) 15.4 (4) 41.5 (27) 28.6 (12)
Recruitment
Drug service 90.5 86.8 (59) 90.3 (65) 84.6 (22) 90.8 (59) 88.1 (37)
Other
(124)
9.5 (13) 13.2(9) 9.7(7) 15.4 (4) 9.2(6) 11.9 (5)
3.2 Hypothesis 1
Addiction careers are different for men and women. Women a) initiate drug 
and alcohol use later b) progress more quickly from using to dependence c) 
have faster help seeking behaviour and d) achieve recovery more quickly 
following initial desistance attempts than men.
Respondents were asked about their drug and alcohoi taking trajectory; specificaily 
at what ages did they reach certain points in their drug taking career. (See Appendix 
D).
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Initiation of drug use
There was no significant age difference between men and women in the total 
sample in the age they first consumed drugs/alcohol, for men this was aged 16.9 
and women 17.0 (t(201)= -.13, p = .90). However, in the total sample men 
progressed quicker to daily substance use than women (4.6 and 7.3 years 
respectively) ; t(194)= -2.5, p = 02.
Heroin recovery cohort
Men first started using heroin at a similar mean age to women (19.9 years compared 
to 20.3 years), and there was no gender difference in the age they progressed to 
daily use. For men this was aged 21.1 years compared to women’s 21.2 years 
(f(96)= -.09, p = .93) nor was there any significant difference between men and 
women in the mean age they first injected heroin. Women were 23.1 years old 
compared to men who were 22.0, (f(81)= -.95, p = .34)
Alcohol recovery cohort
Men had their first alcoholic drink on average aged 13.7 years and women were on 
average one year older at 15.0 years, although this was not a statistically significant 
difference {U= 1183.5, p = .24). However, overall men progressed more quickly to 
problematic drinking behaviour, becoming intoxicated on average less than a year 
after first drinking, compared to women who took on average 3 years, although this 
difference was not statistically significant {U= 1087.5, p = .08). Furthermore men 
also started drinking daily on average at a younger age than women (22 and 26 
years old respectively, f(96)= -2.11, p = .04)
The data supports the hypothesis that women initiate substance use later than men 
for alcohol use, but not for heroin use.
Progression to dependence
In the total sample men progressed to dependence at a quicker rate than women 
(5.2 years compared to 8.0 years respectively), a difference that was statistically 
significant, U = 3523.0, p=.02.
Heroin recovery cohort
Progression to dependence was fairly rapid, with the average respondent first using 
at 21.2 years and then becoming dependent 1.2 (SD=2.0) years later. Women did
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not progress to dependence any quicker than Men. Women, on average took 1.3 
years (SD=1.7) to go from first use to dependence compared to 1.2 years (SD=2.1) 
for men. This was not statisticaiiy different U = 762.5, p=.35.
Alcohol recovery cohort
Although men became dependent on alcohol at a younger age than women (23 
years compared to 27 years) this was in part due to their initiation into aicohol use at 
a younger age. The length of time taken from first drink to dependence was not 
significantly different between the sexes. For men this progression to dependence 
took 9.6 years compared to women’s 12.0 years. (U=  1134.5, p = .18).
Therefore the hypothesis that women progress faster to dependence was not 
supported by the data for either the heroin or alcohoi cohort, and in the total sample 
men progressed to dependence faster than women..
Help seeking behaviour
In the total sample men and women were similar ages, on average when they made 
their first attempt at abstinence. For men this was aged 31.2 years and for women
30.8 years; f(193) = .24, p =.81. Women’s turning point came on average 9.2 years 
after becoming dependent, which was significantly faster than for men, which 
occurred 14.0 years after becoming dependent; f(161)= 3.41, p =.001.
Heroin recovery cohort
There was no statistically significant difference in the age women and men first 
attempted abstinence. Women on average first requested to go to rehabilitation 6.5 
(SD=6.1) years after becoming dependent, this was quicker than Men who took 9.1 
years (SD=5.5) but not significantly so (f(48) -  1.47, p = .15).
Women’s key turning point for change came on average at 31 years old, which was
8.5 years after first becoming dependent. For men this turning point occurred 10.6 
years (SD=6.4) after becoming dependent, but this was not a significant difference 
(f(69) = 1.322,p=.19).
Alcohol recovery cohort
Men made their first attempt at abstinence at the same age as women (34 years). 
Although men and women made the first request for rehab at similar ages in terms 
of their addiction trajectory, women made this request earlier on in their addiction
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career, 12.2 years after first becoming dependent compared to 17.8 years for men, 
a difference approaching statistical significance f(30)=1.91, p = 0.65.
Similarly, whilst men and women’s key turning point for change occurred at similar 
ages, this came significantly earlier on in women’s addiction career than men’s. For 
women the turning point came on average 9.6 years after becoming dependent 
compared to 16.9 years for men f(90) = 3.59, p = .001.
The hypothesis was not met that women showed faster help seeking behaviour than 
men, in terms of realising a need for change and requesting help in the form of 
rehab, was supported by the data for the alcohol sample but rejected by the data for 
the heroin sample.
Speed of recovery
In the total sample, women took on average 12.3 years from becoming dependent to 
starting their recovery journey, which was on average 1.6 years faster than men’s 
journey from dependency to recovery; f(192)= 2.03, p = .04,
Heroin recovery cohort
Men spent on average 11.4 years dependent on heroin (SD=5.3) compared to 
women’s 9.4 years (SD=4.7), but this was not significant f(92) = 1.66, p = .10.
The time taken from being first dependent to the start of the recovery journey was 
similar for both men and women. Men took 12.1 years (SD= 12.1) and women 10.7 
years (SD=6.1), f(90) = 1.003, p = .32.
Around a quarter of respondents had periods of abstinence during this time, but this 
did not differ by sex. (x^ (2) = 1.05, p = .59).
Alcohol recovery cohort
Men spent significantly longer than women dependent on alcohol, 17.3 years 
compared to 13.2 years (f(104) = 2.43, p = .02) and subsequently their current 
recovery journey started on average 17.9 years from first becoming dependent 
much later than women’s recovery journey which was 13.4 years after becoming 
dependent; f(100) = 2.41, p = .02. Around a third of the alcohol sample had one or 
more periods of abstinence during this time, but this was the same for both men and 
women (2) = 1.28, p = .53).
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Therefore the hypothesis that women had a faster recovery than men is supported 
by the data for the alcohol sample, but not for the heroin cohort.
Figures 1 and 2 summarise men and women’s addiction trajectories separately for 
heroin and alcohol. They illustrate the average age consumption of alcohol/drug 
occurred and following this, the average age of certain drug taking milestones and 
average age where attempts to quit using/consuming and finally the average age of 
the start of recovery journey.
Age(years)
f '-  ■»' jf -
'M en (Heroin)
Figure 1: Drug taking trajectory of heroin recovery cohort
143
Major Research Project
10.00
4 0 .00  -
35 .00
30.00
25.00
20.1
V
'M e n  (Alcohol) 
'W om en  (Alcohol)
Figure 2: Drug taking trajectory of alcohol recovery cohort
3.3 Hypothesis 2
The life history patterns which precede recovery are different for men and 
women.
Respondents were asked to complete a lifetime drug schedule which requires 
respondents to note at what age certain events took place. From this information it 
was possible to calculate the proportion of respondents experiencing an event, and 
also the age at which it was experienced and where applicable the length of time 
over which it occurred for and the number of times an event happened.
This section will be divided into three parts
A) Key life events that have preceded recovery over long term.
B) The treatment received preceding recovery.
C) The significant turning point immediately prior to recovery journey starting
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Key life events preceding recovery over the long term
Education and employment
In the total sample men, on average, left school at 15.6 years old, less than half a 
year earlier than women (15.9 years), a significant difference; U = 3716.0, p= .03. 
Women were more likely to have attended college 67.6% (46/68) compared to 
51.1% (69/135) of men (1) = 5.04, p = .03. Similar proportions of men and women 
had ever been employed full time (88.1% (119/135) of men and 88.2% (179/203) of 
women), (1) = 0.00, p = .99.
Heroin recovery cohort
Men left school on average at 15.5 years compared to 16.0 years for women U = 
853.5, p = .15. However women in this cohort were significantly more likely to have 
attended college, 77% (20/26) of women attended compared to 50% (35/70) of men 
x '(1 ) = 5.62,p=.02.
With regards to employment similar proportions of men and women said they had 
been in full time employment at some point in their lives (80%, 56/70 of men 
compared to 81%, 21/26 of women which was a non significant difference (%^ 
(1)=.01, p = .93). There was no difference in length of time in employment between 
men and women when age was taken into consideration (F(1)=1.95, p =.17). 
Women were more likely to have been in part time employment at some stage, 63% 
(16/26) compared with 36% (25/70) of men (%^ (1) = 5.17, p = .02).
Alcohol recovery cohort
Men and women left school at a similar age (Men; M=15.7, S0= 1.2 vs. Women: 
M=15.9, SD=0.8) U = 1184.0, p = .30). There was no significant difference in the 
percentage of women and men attending college, with 52% (34/65) of men and 62% 
(26/42) of women having attended (1) = 95, p = .33.
There was no significant difference between the proportion of men and women 
having been in full time employment, 97% (63/65) of men had been employed full 
time at some point as were 93% (39/42) of women (x^ (1) = .947, p = .33). Men were 
also more likely to have spent longer in full time employment (21.0 years, SD=12.6 
compared to 16.6 years, SD=12.6) (U=879.0, p =.03) even when age was taken into
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consideration, an analysis of variance with age as covariate resulted in sex still 
being predictive of time in employment (F(1) = 6.86, p = .01).
Women were more likely to have been in part time employment, 36% (15/42) had 
been at some point in their life compared with 19% (12/65) of men {y^ (1) = 4.03, p = 
.05). However of those with a history of part time employment there was no 
significant difference in the length of time part time employed {U = 61.5, p=.24).
Home and family
Approximately three quarters of men and women in the total sample had been 
married or cohabitating at some point (%^ (1) = 0.53, p = .82). There was no 
difference between the proportion of men and women with children (%^  (1) = 0.25, p 
= .62), 70.6% (48/68) of women had children compared to 67.2% (92/137) of men.
Heroin recovery cohort
Sixty five percent (17/26) of women and 63% (44/70) of men had been married or 
cohabiting at some point in their lives and of these. There was no significant 
difference between the sexes in the proportion of married/cohabiting (%^ (1) = .052, 
p=.82) nor in the divorce rate (%^ (1) = 1.48, p=.23)
Half of the female respondents (50%, 13/26) had children as did 46% (37/70) of men 
(%^(1)= 133, p = .72), and there was no difference in the number of children either 
sex had {U = 855.00, p =.62).
Alcohol recovery cohort
Eighty three percent (34/41) of women and 88%, (56/64) of men had been married 
or cohabitating at some point. As with the heroin cohort this was not significantly 
different (% (^1)= 427, p = .51). There were no significant differences in the rate of 
divorce, 48% (27/56) of men had been divorced compared to 44% (15/34) of women 
(X^(1)=0.14, p=.71).
The majority of women and men had children (83%, 35/42 and 82%, 53/65 
respectively, a non significant difference x  ^ (1) = 06, p = .81). Nor was there any 
difference in the average number of children men and women had (U = 915.50, p = 
.92).
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Homelessness
Similar proportions of men and women in the total sample had been homeless at 
some point; 63.0% (85/135) of men and 52.9% (121/203) of women, (1) = 1.88, p 
=  . 12 .
Heroin recovery cohort
Seventy three percent of women had been homeless at some point compared to 
79% of men (%^ (1) = .32, p = .57). Of those who had experienced being homeless, 
there were no significant difference between men and women in the total time spent 
with no fixed abode (men: M=3.0 years, SD=3.0 vs. women M=2.8 years, SD=2.1; U 
= 496.0, p =.73).
Alcohol recovery cohort
Similar proportions of women (41%, 17/42) and men (46%, 30/65) had been 
homeless at some point (%^ (1) = .33, p = .56), however women were approximately 
ten years younger than men when this first happened (men 34.4 years (SD=11.0) 
Women 23.4 (SD=7.0) f(45) = 3.70, p = .001). Total time spent homeless did not 
differ significantly between men and women. On average men spent 2.3 years 
homeless (SD = 2.4) and women 2.8 years (SD = 2.5) U=  216.0, p =.37.
Criminal Justice Involvement
In the total sample, men were significantly more likely than women to have been 
arrested (%^ (1) = 21.21, p < .001), convicted (%^ (1) = 18.24, p < .001), and been to 
prison (1) = 16.72, p < .001).
Heroin recovery cohort
Eighty six per cent of men (62/72) had been arrested compared to 69% of women 
(18/26), a difference which approached statistical significance; (1) = 3.36, p = 
.06), however the age of first arrest was earlier for men (M=16.6 years (SD=4.3) 
compared to women M=21.2, SD=5.5, f(78) = - 3.71, p < .001.
Conviction rates were also higher for men. 81% (58/72) of the male heroin recovery 
cohort had been convicted compared to 58% (15/26) of women (%^ (1) = 5.26, p = 
.02). The mean age of first conviction was not significantly different for men 
(M=18.8, SD=4.18) than women (M=21.2, SD 5.6; f(71) = -1.83, p = .07).
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Men were more likely to have been to prison than women, (58%, 42/72 vs. 35%, 
9/26 respectively (%^ (1) = 4.31, p = .04). But of those respondents who had 
experienced prison there was no difference in the number of times. Men had been to 
prison on average 4.0 times and women 3.6 times (U=132.0, p = .15).
Men were first sent to prison aged 21.0 years (SD=4.7) and women at 23.0 years 
(SD 4.9). There was no significant difference between the age of first imprisonment 
/(49)-1.13,p=.26.
Alcohol recovery cohort
Eighty percent (52/65) of men had been arrested compared to 43% (18/42) of 
women, a significant difference ^  (1) = 15.6, p< 001. The age of first arrest was
22.2 years for men (SD= 11.9) compared to 25.8 years for women (SD=12.2), and 
not significantly different U = 383.5, p = .25.
Nearly twice as many men 68% (44/65) as women 36% (15/42) in the alcohol cohort 
had been convicted (%^ (1) =10.55, p =.001). The mean age at first conviction was 
not significantly lower for men (M=22.8, SD= 12.2) than women (M=27.3, SD=11.3) 
D=228.0, p = .08.
Men were significantly more likely to have been in prison compared to women, 42% 
(5/42) vs. 12% (5/42) respectively (1) =10.69, p =.001. But of those that had been 
there was no significant difference in the number of times imprisoned. Men had 
been to prison on average 3.6 times and women 1.6 times (t(30) = .82, p =.42).
Men were first sent to prison aged 23.8 years (SD=9.5) compared to women who 
were on average 29.2 years (SD=13.5), a non significant difference (D=52.50, p 
=.44).
Heroin recovery cohort
A similar proportion of men 64% (43/70) had had a HCV test to women (69%, 18/26) 
(1) = .206, p = .65. However of these, men were significantly more likely to have a
^  This question w as not asked of the alcohol cohort
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positive result (67%, 30/45, of men compared to 33%, 6/18 of women, (1) =5.83, 
P = .02).
Treatment received preceding recovery
Respondents were asked if they had ever sought the following treatment; inpatient 
detoxification or rehabilitation, day programme, NA/AA, or undertook a self 
detoxification. Additionally those in the heroin recovery cohort were asked if they 
had ever received methadone maintenance treatment. Analysis of the data found no 
differences between the proportion of male and females in either the total sample, or 
the heroin recovery cohort or the alcohol recovery cohort in accessing the different 
types of treatment (See Appendix E). The only exception was that women were 
more likely than men to have attended another mutual aid group (apart from HAIAA) 
In the total sample 38.8% (26/67) of women attended such a group compared to 
17.9% (24/134) of men, (%^ (1) = 10.44, p < .001). In the heroin recovery cohort 
these figures were 36% (9/25) and 16% (11/69) respectively (%^ (1) = 4.41, p = .04). 
In the alcohol recovery cohort 41% (17/42) of women and 20% (13/65) of men had 
attended another mutual aid group (%^ (1) = 5.30, p = .02).
In both the heroin recovery cohort and the alcohol recovery cohort there were no 
significant differences in the average number of episodes received of the different 
types of treatment, nor the average age at which that type of treatment was first 
accessed.
The significant turning point immediately prior to start of recovery Journey
Respondents were asked an open question “what were the key turning points for 
you in your alcohol/heroin career?”
71% (70/98) of the heroin recovery cohort gave a reason for their turning point. A 
small proportion 22% (22/98) gave two reasons. 85% (90/107) of the alcohol 
recovery cohort gave a reason for their turning point with 5% (5/107) giving two 
reasons.
Responses were coded by aggregating the responses into a numerical variable and 
analysed using Fishers Exact test. The most frequent mentions in the total sample 
were; relationship breakdown, tired of the lifestyle/hit rock bottom, loss of children, ill 
health, getting help, realising the effect on others and involvement in the criminal
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justice system (See Appendix F). The only gender difference in reason given was 
found in the heroin recovery cohort; men were more likely than women to mention a 
diagnosis of HCV as a catalyst to change (Fishers Exact p = <.001 ).
Summary
In terms of key life events that precede recovery, there were few gender differences. 
In terms of schooling, employment (with the exception of the alcohol cohort men 
having spent longer in full time work), marital status, homelessness, men and 
women had very similar experiences (in terms of frequency and age). The main 
gender difference was around the involvement of the criminal justice system. In both 
the ex-heroin and ex-alcohol cohorts, men were more likely than women to have 
been arrested, convicted and been in prison. In the ex-heroin sample, men were 
much younger than women when they were first arrested and convicted. The only 
other significant gender difference was that men were more likely to have had a 
positive HCV test than women.
Treatment received preceding recovery was very similar for men and women, as 
was the average age first attended the various treatments. The only difference was 
that, in both the ex-heroin and ex-alcohol sample women were more likely than men 
to have attended another mutual aid group (i.e., not AA or NA).
3.4 Hypothesis 3
Current recovery status in terms of social inclusion and drug consumption 
differs for men and women. 
Employment status
Respondents were asked how many days over the last month^^ they had spent in 
various employment categories; full or part time work, unemployed, long term sick, 
housewife/husband, student, retired or voluntary work. Days of employment were 
analysed using a non parametric test. The Mann-Whitney U test, as the data were 
not normally distributed and in some instances had unequal variance (See Appendix 
G).
A month w as taken to be 30 days
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No gender differences were found in the total sample nor in the heroin recovery 
group regarding the number of days spent in various employment categories (See 
Appendix H), (although number of days in full time work approached significant 
difference with men more likely to be in full time work than women). Of the alcohol 
recovery group, the only gender difference was for part time work, with women 
spending more days doing this type of work than men (U=1180.5, p=.01).
Data were aggregated to see if there were any gender differences between those 
who were actively engaged in any meaningful activities during the previous month 
(that is if there had been any days spent in full or part time work, volunteering or in 
training and education) and those who were not. As Figure 3 illustrates, the 
proportion was higher for males than females in all groups but the differences were 
not statistically significant for the total sample (1) = 2.055, p =.15, nor the ex­
alcohol (1) =1.792, p =.18 or ex-heroin cohort (1) =.491, p=.48, in terms of 
engagement in meaningful activities.
Male 1 Female Male Female Male 1 Female
All Heroin Alcohol
Figure 3. Proportion of economically active people
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Housing
Respondents were asked about their housing situation, specifically how many days 
they had spent in the last month^^ in different places; own home (with and without 
support), bed and breakfast, residential rehabilitation, prison/remand or homeless. 
Analysis of the data showed it was not normally distributed in some cases variances 
were unequal, (See Appendix J). Analysis using the Mann-Whitney U test found no 
significant differences in housing situations between men and women in either the 
alcohol or heroin recovery cohort (See Appendix J).
Data were aggregated into respondents who had spent time in the last month with 
no fixed abode (in a B&B or homeless). Of the total sample only nine people had no 
fixed abode and the gender split for this was equal, (4.4% of both men (6/137) and 
women(3/68)). The sample size was too small for further analysis by gender and 
substance.
Current drug consumption
The majority (88%, 179/204) of the total sample were abstinent from all 
psychoactive substances. In the heroin recovery cohort, 17% (16/97) continued to 
take some kind of psychoactive substance other than heroin. There were no 
differences between Men (18%, 13/72) and Women (12%, 3/25) within this group 
(Fischer’s Exact p=.76). In the alcohol recovery cohort 8% (9/107) of respondents 
were taking some kind of psychoactive substance and this rate did not differ 
significantly between men (9%, 6/65) and women (7%, 3/42) (Fischer’s Exact p 
= 1.00).
Summary. When considering the current recovery status, in terms of social inclusion 
(employment and housing) and current drug consumption there were very few 
differences between men and women, thus the hypothesis was not supported.
3.5 Hypothesis 4.
Positive social relationships with family and friends are less likely for women 
in recovery compared to men who are in recovery.
A month was taken to mean 30 days
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Social relationships
Living situation
Respondents were asked about their living situation. The majority of respondents 
lived alone (65%, 132/205). Of the heroin recovery cohort, men were more likely to 
live alone than women (76 %, 55/72 and 54%, 14/26 respectively, (1)=4.66, p 
=.03), and there were no gender differences in the proportion living with partners, 
with children or friends. In the alcohol recovery cohort there were no gender 
differences regarding living situation.
Current relationship status
Participants were asked about their current relationship status. As Figure 4 shows, 
within the heroin recovery cohort there were similar proportions of single men and 
women, married men and women and divorced men and women (%^ (2) =3.20, p 
=.22) There were no differences between men and women in the alcohol recovery 
cohort, in terms of their current relationship status (%^ (3) =2.39, p =.55).
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Figure 4. Marital status
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Partner’s drug use
Over half 59% (32/54) of the sample with a partner said that that their partner either 
currently has or at one time had an alcohol or heroin problem. This did not differ for 
men and women (%^ (1) =2.11, p=.15). There was a similar gender pattern in the 
heroin recovery cohort, (Fischer’s Exact test p =.67) and in the alcohol recovery 
cohort where there were no differences by gender with regards to partners drug use 
(x"(1)=1.51,p=.22).
Social network
Respondents were asked how many people they considered they had in their social 
network and the makeup of this network, i.e., how many non substance users, ex­
substance users in recovery and current users there were. The data for the total 
number of people in an individual’s social circle was positively skewed (See 
Appendix K) so a non parametric test was used to see if there were any differences 
between genders in the numbers of people in their social group.
As figure 5 shows the profiles for the heroin and alcohol recovery cohorts were very 
different. In the heroin recovery cohort, there were no significant gender differences 
in numbers of people in a social group {U =788, p = 59) nor the makeup of that 
social network. However, in the alcohol recovery cohort men had significantly more 
people in their social network than women (men M=57.2, SD=62.7 vs. women 
M=28.5, SD=26.6; U =900, p =.01) and knew more people in recovery than women 
(men M=40.3, SD=56.48, women M=16.5, 80=22.49; U =980.0, p =.03).
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Figure 5. Number of people in a social network
Time spent with network. Respondents were asked to estimate the number of days 
they spent each month with various groups of people (See figure 6). Data for the 
time spent with different groups of people was not normally distributed and therefore 
non parametric tests were used (See Appendix L) In the total sample men spent 
more time with people who were in recovery compared to women. (Men M=17.2, 
SD=10.18, women M=12.7, 80=10.27; U = 3331.5, p = .003), and this was true of 
the alcohol recovery cohort (men M=17.6, 80=10.27, women M=12.7, 80=10.64; U 
= 990.5, p =.02) and the heroin recovery cohort (men M=16.9, 80=10.14, women 
M=12.6, SD=9.84, U = 655.5, p=.09). There were no differences in the time spent 
with non users and current users in the total sample or for the ex-heroin or ex­
alcohol users.
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Figure 6. Time spent with people (in days) in social network
Comparison between the two graphs (Figure 5 and 6) show how although only a 
very small proportion of men and women’s social circle is made up of current drug 
users, between half and a third of their time is spent with this group of people.
Satisfaction with relationships
Respondents were asked to rate the levels of satisfaction with their personal 
relationships and the support they received from their friends. A likert scale was 
used and so data was analysed using a non parametric test. Respondents generally 
reported high levels of support with the majority of people satisfied with both types of 
relationship. Overall, men and women were equally as satisfied with the support 
they received regardless of ex-substance of use. Men and women had similar levels 
of satisfaction with personal relationships (ex-heroin users; U = 923.00, p = .91; ex­
alcohol users U = 1126.00, p =.12) and friendships (heroin recovery cohort U =
923.00, p = .91; alcohol recovery cohort U = 1273.5 p = .53)
Detaching from relationships. Respondents were asked about how successful they 
had been in detaching from prior alcohol or drug focused relationships. The majority 
of respondents felt they had made excellent progress at detaching from unhelpful
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relationships. The success at doing so was significantly positively related to time 
spent in recovery, H(2)=10.238, p = .01. The Jonckheere-Terpstra test^^ revealed a 
significant trend in the data, as more time elapsed since addiction respondents 
found it easier in detaching themselves from bad relationships J = 3031.0, z = 3.20, 
d = 0.28. No significant differences between men and women’s ability to detach from 
substance focused relationships were found for either substance.
Family participation. Respondents were asked if they encouraged family members 
to participate in recovery support events. Approximately a third (38%, 51/136) of all 
those who attend a mutual aid group, regardless of substance, reported that they 
frequently or sometimes involved their family in family recovery support events. Men 
were no more likely than women to do so (heroin recovery cohort, U = 237.0, p = 
.82; alcohol recovery cohort; U=  807.0, p = .78).
Summary. There were no gender differences for either alcohol recovery cohort or 
heroin recovery cohort in living situation or marital status. Nor were there any 
gender differences in terms of satisfaction with support from friends and family and 
the letter’s participation in recovery events. Men were no more or less successful 
than women in detaching themselves from drug focused relationships. There were 
some significant differences between the genders in terms of people’s social 
networks, although this was more apparent in the alcohol recovery cohort where 
men had a larger social circle, knew more people in recovery and spent more time 
with them than women did. In the heroin recovery cohort men were more likely to 
spend time with people in recovery than women. Overall the data does not appear to 
conclusively support the hypothesis that men in recovery experience more positive 
social relationships than women.
3.6 Hypothesis 6
There is a gender difference in the current use of recovery groups, women in 
recovery are more likely to attend recovery groups, and be more actively 
involved.
^  This tests to see if there is a difference between the medians of the groups, but also if the 
order of the medians in the group is meaningful.
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Recovery group participation
Sixty nine percent of all those answering said that they attended or belonged to a 
recovery support group. As Table 2 shows there was no difference between men 
and women's attendance levels in the total sample, nor in the alcohol recovery 
cohort or in the heroin recovery cohort.
Td^e2
Percentage attendance at a recovery group
Substance Sex N Attend
%
Significance
A ll Male 93 6&9
Female 66 6&2
Total 201 68J
Alcohol Male 63 85J
Female 40 8&0 X^(l)=.58,;?=.45
Total 103 8T5
Heroin Male 72 542
Female 26 5&0 xXl)=.13,p=.72
Total 98 53T
Note:
A total recovery group participation score was calculated for all those attending a 
recovery group and scored according to Groshkova et a!., (2011). (for responses to 
individual questions see Appendix M). The total score data was normally distributed 
(See Appendix N) so differences in participation scores between men and women 
were examined using the Students T-test. As seen in figure 7, overall, there was no 
statistically significant difference in levels of participation in recovery groups 
between men and women f(136) = 1.84, p = .07. This pattern was true of both the 
alcohol recovery cohort (f(84) = 1.77, p = .08) and the heroin recovery cohort (f(50) 
= .49, p =.63).
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Figure 7. Level of participation in recovery group
Note: The total participation score was based on twenty six questions covering a 
wide range of topics such as frequency and type of attendance, participation, 
socialising, sponsorship and support. The scale ranged from 0 to 78 with a higher 
score denoting a greater level of participation in the group.
Summary. Women were no more likely to attend a recovery group than men for 
either ex-substance of use. Of those people who did attend a group, men did not 
have greater levels of participation than women in either the alcohol or heroin 
recovery cohort therefore the data did not support the hypothesis.
3.7 Hypothesis 6
Women in recovery wiii have higher ieveis of psychologicai distress (anxiety 
and depression), have a iower quality of iife and have lower self esteem and 
self efficacy than men.
Quality of Life and Psychological attributes
The WHOQOL-Bref questionnaire was used to ascertain respondent’s quality of life. 
There were two markers of overall general quality of life -  satisfaction with quality of 
life and satisfaction with health.
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TaWeS
Mean satisfaction scores for overall quality of life and health by gender and ex­
substance
(jerwier (7
Mean (8D)
Male Female
Quality of Life
Heroin(n=98) 3.7(1.1) 3.8(0.8) 923.0 .91
Alcohol(n=107) 4.0(0.9) 4.1(0.8) 1325.0 .78
Total(n=205) 3.9(1.0) 4.0(0.8) 4453^ .59
Health
Heroin(n=98) 3.3(1.0) 3.1(0.9) 8025 .26
Alcohol(n=107) 3.4(1.1) 3.4(1.1) 1333.5 .83
Total(n=205) 3.3(1.1) 3.3(1.0) 4365.0 .44
Note: Quality o f Life and Health were scored using a 0-4 scale with a higher score denoting 
greater satisfaction. SD are in parentheses
As can be seen in table 3, the Mann Whitney test showed there were no differences 
in perceived quality of life or health between men and women, either in the total 
sample or in the heroin or alcohol recovery cohorts.
Four quality of life domain scores (physical health, psychological health, social 
relationships and environment) were calculated from the 24 individual questions on 
the QOL-BREF. Data were transformed using the WHO coding so each domain 
was scored from 0-100 (highest denoting highest perceived quality of life for that 
domain). As data was considered normally distributed (See Appendix P) to see if 
there were any gender differences for these domains analysis was carried out using 
analysis of variance. (For individual questions see Appendix O).
There were no differences between men and women in any of the quality of life 
indicators for the heroin recovery cohort. Gender differences did exist for the 
alcohol recovery cohort. Men had higher quality of life with regards to both 
psychological health than women (men; M=67.9, SD=23.6 vs. women: M=63.7, 
80=20.7; F(1,105) = 10.08, p = .02) and were happier in their environment than 
women (men: M=72.6, 80=17.4 vs. women: M=64.5, 80=17.0; F(1,106) = 5.56, p = 
.02)
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The analysis was repeated with time spent in recovery added as a covariate to see if 
the length of time a person had been in recovery would significantly alter the results. 
Time was not found to have a significant impact on the gender pattern of results.
Physical and psychological health
An overall physical health score and psychological health score were calculated 
from a number of items on the Maudsley Addiction Profile. The overall physical 
health scores were approximately normally distributed (See Appendix Q) and 
therefore analysed using a Student’s T-test. As table 4 shows, there were no 
significant differences in overall physical health according to gender for either 
substance.
Table 4
Overall physical health scores from MAP by gender and substance
Substance Sex N Mean (SD) /-value d f P
All Male 136 9.6(8.1) -1.05 202 .30
Female 68 10.8(7.2)
Total 204 10.0(7.8)
Alcohol* Male 65 10.0(8.7) -0.21 103.4 .83
Female 42 10.3(6.3)
Total 107 10.0(7.8)
Heroin Male 38 9.3(7.6) -1.36 95 .18
Female 13 11.7(8.4)
Total 51 10.0(7.8)
When examining the individual items making up the overall physical health score, 
(See Appendix R) the Mann-Whitney U test revealed that the only significant 
differences in physical aspects was that overall women had higher levels of 
tiredness than men (women: M=2.0, SD=1.0 vs. men: M=1.7, SD=1.1), U = 3794.0, 
p = .03). However the smaller sample size for the heroin and alcohol recovery 
cohorts meant this was not significant for each group separately.
Psychological health.
Psychological health was divided into anxiety and depression. These scores were 
approximately normally distributed (See Appendix 8) and analysed using a
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Student’s T-test. As Table 5 shows overall women had higher scores for anxiety 
than men, but there were no differences between the genders scores on depression. 
In the alcohol recovery cohort women on average scored higher for anxiety than 
men, and the difference in scores between men and women approached 
significance for depression. However this gender difference was not seen in the 
heroin recovery cohort, where women did not have higher anxiety and depression 
scores.
Table 5
Substance Sex N Mean /-value d f P
Anxiety
All Male 137 5.8(4.7) -1.98 203 .05
Female 68 7.2(4.9)
Alcohol* Male 65 4.6(4.3) <156 105 .01
Female 42 6.8(4.3)
Heroin Male 72 6.9(4.8) -^6 96 .39
Female 26 7.9(5.7)
Depression
All Male 137 4.5(4.4) -1.38 203 .17
Female 68 5.4(4.4)
Alcohol* Male 65 3.6(4.1) -1.90 105 .06
Female 42 5.1(3.7)
Heroin Male 72 5.3(4.5) -.55 96 .58
Female 13 5.9(5.4)
When examining the individual questions making up the overall psychological health 
score, (See Appendix T) the Mann-Whitney U test revealed that the only significant 
gender differences were in the alcohol recovery cohort where women were more 
likely to feel lonely than men (men: M=^.0, SD=1.1 vs. women: M=1.5, SD 1.1) U =
992.0, p=.01), and were more likely to report feeling tense (men: M=1.3, 80=1.0 vs. 
women: M=2.0, 80=1.1) 0 =  862.0, p=.001.
Self-esteem and self efficacy
Respondents were asked a variety of questions regarding levels of their self esteem 
and self efficacy. Separate scores for total self esteem and total self efficacy were 
calculated which were considered parametric (See Appendix U) and analysed using
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Student T tests. There were no significant differences in levels of self esteem 
between men and women in either cohort (heroin f(105) = 1.65, p = .10; alcohol 
f(94) = .46, p=.650) nor were there any differences in levels of self-efficacy (heroin 
f(94)=.30, p=.67; alcohol f(103) = .57, p = .57).
When examining the individual items of the self esteem scale there were no gender 
differences. Likewise there were no significant differences between men and women 
in any of the items on the self-efficacy scale. (See Appendix V).
Summary. There was a different pattern of gender differences in quality of life and 
aspects of psychological wellbeing for ex-heroin users compared to ex-alcohol 
users. In the ex-heroin sample women were not significantly different compared to 
men in any of these aspects. In the ex-alcohol sample men were better off than 
women in a number of respects; they were happier in their environment, had better 
self perceived psychological wellbeing and lower scores on the anxiety and 
depression scales. The data does not support the hypothesis that women have 
higher levels of psychological distress and lower quality of life, self esteem and self 
efficacy than men for the ex-heroin sample. For the ex-alcohol sample the 
hypothesis is partially upheld, women have higher levels of psychological distress 
and lower quality of life in some aspects, but there were no differences when 
considering self esteem and self efficacy.
The importance of social support
This section of the results considers the relationship between social support in its 
various forms and psychological wellbeing and quality of life for each substance and 
whether gender moderates this relationship. General Linear models were fitted to 
obtain ANOVA tables separately for ex-heroin users and ex-alcohol users. The 
models were run first without controlling for length of time spent in recovery and then 
again controlling for time. As time did impact upon the pattern of results in some 
analyses, the final results shown in Tables 6,7,8 and 9 have been adjusted for time.
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Psychological distress (anxiety and depressionf^
Heroin recovery cohort
As table 6 shows, there was no significant main effect of sex on psychological 
health. There were significant main effects of satisfaction with support from friends 
and with personal relationships (the higher the satisfaction, the better psychological 
wellbeing) but no significant gender interaction effects for these. The men in the 
heroin recovery cohort who were single had a higher psychological distress score 
than those that were not single (however this difference was not statistically 
significant), which was in direct contrast for the women. Women in the heroin 
recovery cohort had a higher psychological distress score if they were not single 
than if they were single.
Alcohol recovery cohort
There was a very similar pattern for the alcohol recovery users as with heroin 
recovery users. There was no significant main effect of sex on psychological health; 
men and women in the alcohol recovery cohort had similar levels of psychological 
distress. Belonging to a recovery group did not have any significant impact on 
psychological health. There was a significant main effect of satisfaction with support 
from friends, with those who had high levels of satisfaction with support having 
significantly lower levels of psychological distress. Similarly there was a main effect 
of satisfaction with personal relationships; those with higher levels of satisfaction 
with personal relationships had lower levels of psychological distress. There were no 
significant interaction effects between sex and these aspects of social support; 
these patterns were similar for both men and women. However, the impact of marital 
status on psychological distress did differ between men and women. For women, 
being single resulted in a significantly lower psychological distress than not being 
single. For men, this was not the case, although single men had a higher 
psychological distress score than their non-single counterparts, the difference in 
scores was not great and non significant.
^  The psychological distress score was the aggregated scores for the anxiety and 
depression scores taken from the Maudsley Addiction Profile
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Table 6
Levels of psychological distress and different types of social support in the heroin 
recovery cohort
Gender Main effect Gender
interaction
Male Female F sig F sig
n score n score
Total Score 65 12.1
(8.8)
42 13.7
(10.6)
.23 .64 - -
Recovery
Group
Attend 54 12.0
(8.3)
32 15.5
(9.6)
.51 .48 1.69 .20
Do not attend 9 12.3
(9.6)
8 12.0
(11.6)
Support from
friends
High 49 8.9
(7.0)
34 8.1
(7.8)
30.03 <.001 .01 .95
Low 16 19.0
(8.6)
8 19.4
(10.20
Support from
personal
relationships
High 41 7.0
(6.6)
21 7.54
(7.2)
7.04 <.001 .91 .34
Low 24 16.0
(8.5)
21 19.9
(9.90
Marital status
Single 16 12.56
(9.5)
15 11.2
(9.5)
2.25 .137 329 .06
Not single 49 10.0
(5 /0
27 18.4
(11.5)
Note: Standard Deviations appear in parentheses below means, higher scores denote higher 
psychological distress
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Table 7
Levels of psychological distress and different types of social support in the alcohol 
recovery cohort
Gender Main effect Gender
interaction
Male Female F sig F sig
n score n score
Total Score 72 12.1 26 13.7 .23 .64 -
(8.8) (10X%
Recovery
Group
Attend 39 12.0 13 15.5 .51 .48 1.685 .20
Do not attend 33
Support from 
friends
High 49
Low 23
Support from
personal
relationships
High 30
Low 42
Marital status
Sh%^ e 58
Not single 14
(8 2 )
12.3
(9.6)
8.9
(7.0)
19.0
(8X%
7.0 
(6.6) 
15.8
(8.4)
12X)
(92)
10.0
(5.4)
13
13
13
13
13
17
9
(9.6)
12.0
(11X%
8.08
(7.75)
19.4
(10.5)
7.5
(7.2)
19.9
(9.9)
11.2
(92)
18.4
(112)
30.03 <.001 .055
37.04 <.001 213
2.25 .14 3.79
.95
.34
.01
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Quality of Life
A quality of life overall score was calculated by aggregating the scores for the 
individual four quality of life domains.^^
Heroin recovery cohort
As table 8 shows, no gender differences were found in overall quality of life for the 
heroin recovery cohort. There was no main effect for belonging to a group nor was 
there a gender interaction effect. For men and women, belonging to a recovery 
group was not related to having a higher quality of life score. There was a different 
pattern regarding marital status and quality of life for men and women. Single 
women had a higher quality of life than women who were not single, but for men the 
opposite was true. Men who were single had a lower quality of life than men who 
were not single.
Alcohol recovery cohort
As table 9 shows, men had a significantly higher overall quality of life. Belonging to a 
recovery group did not significantly impact upon quality of life and there were no 
gender interaction effects, i.e., this was true for both men and women. There was 
almost a significant main effect of marital status, with those who were single having 
a higher quality of life than those who were not, and this pattern was the same for 
both genders.
Satisfaction with support from friends and personal relationships w ere not included in this 
analysis as these questions w ere part of the overall quality of life scale
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Table 8
Qmz/z/y (xpgy yoczaZ yz^qpor/ m /Ae Aerom recovery coAor/
Gender Main effect Gender
interaction
Male Female F sig F üg
n score n score
Total Score 65 241.5
(76.9)
42 232.1
(73.6)
0.08 .78 - -
Recovery
Cüeup
Attend 54 246.1
(75.90
32 236.0
(67.8)
.29 .59 T66 .69
Do not 9 236.1 8 228.2
attend (78.8) (81.6)
Marital
status
Single 16 2372
(78.4)
15 254.8
(61.7)
:228 .11 4.71 .03
Not single 49 259.6
(69.9)
27 189.2
(78.5)
A^ ofe; 5"/aMü!ür7 DevzarzoMy qf:y?gar m pare/zrAeygy 6e/oi4/ /Mec/zy
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Table 9
Quality o f life and different types o f social support in the Alcohol recovery cohort
Gender Main effect Gender
interaction
Male Female F sig F sig
n score n score
Total 72 273.3 26 244.5 4.30 .04 -
Score (66.7) (61.3)
Recovery
Group
Attend 39 275.1 13 249.1 3.06 .08 .61 .44
(69.6) (62.4)
Do not 33 268.4 13 215.3
attend (50.7) (50.7)
Marital
status
Single 58 277.0 17 268.1 3.21 .08 .60 .44
(75.5) (48.2)
Not single 14 272.1 9 231.3
(64.3) (64.5)
Note: Standard Deviations appear in parentheses below means, higher scores denote higher perceived  
quality o f life
4 DISCUSSION
4.1 Overview
This study set out to examine gender differences in addiction careers and recovery 
journeys in a sample of ex-heroin and ex-alcohol users who had not used their 
problematic substance in the past year and considered themselves to be in recovery or 
recovered. A number of hypotheses were tested regarding gender differences. Analysis 
of the data found that whilst gender did appear to moderate some aspects of substance 
use history and recovery journeys, there was not a clear picture. Whilst some 
hypotheses were supported by the data which concurred with the available research 
literature, other hypotheses were not and the findings contradicted the current evidence 
base. Furthermore what is apparent that there was a somewhat different picture for ex­
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alcohol users compared to ex-heroin users; gender differences were more apparent in 
the ex-alcohol sample than in the ex-heroin sample.
The first hypothesis considered addiction careers, i.e., drug taking habits prior to 
starting recovery. Whilst some gender differences were found these were not as prolific 
as the literature suggested. Furthermore, these differences existed only for the ex­
alcohol group and not the ex-heroin group where no differences between men and 
women’s drug taking and help seeking behaviours were found. Women in the ex­
alcohol group were more likely to start using alcohol later than men, show help seeking 
behaviour earlier and start recovery on average quicker than men, but unlike the 
literature suggests, women did not progress to dependence any quicker than men. One 
explanation for the lack of differentiation between the sexes in terms of addiction 
careers, particularly heroin use, could lie in some of the more recent research findings 
which suggest that the gap between men and women in terms of age of initiation to 
substance use is narrowing (Holmila & Raitsalo, 2005; McPherson et al., 2004) It is 
possible that the gender divide for other aspects of substance use such as, frequency, 
amount of use and help seeking behaviour may also be diminishing. Alternatively, 
women are more likely to seek help for alcohol use earlier than men, whereas they do 
not seek help for heroin use any quicker than men could be due to the stigma attached 
to women using heroin, which is argued to be more pronounced for women than for 
men (Murphy and Rosenbaum, 1999) and as such it could be a barrier towards seeking 
treatment and starting recovery.
The second hypothesis looked at key life events prior to recovery. The results showed 
that the main gender difference was around criminal justice involvement. Men were 
more likely to be arrested, convicted, and to have been to prison than women 
regardless of substance. The likelihood of other key life events (such as homelessness) 
occurring before recovery did not differ by gender. Current research regarding 
incidence of abuse suggests that women were more likely to have suffered abuse 
(physical and sexual) and that certain traumatic events may have influenced initiation to 
substance use, however the life history grid in the questionnaire for this study did not
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specifically ask about instances of abuse so it is not possible to conclude that this study 
supports that aspect of the literature.
The third hypothesis concerned gender differences in treatment history. It was notable 
that with the exception of mutual aid where women were more likely than men to have 
attended, there were no differences between men and women in the likelihood of them 
accessing different types of treatment. There is some ongoing debate around whether 
or not women experience barriers to use of treatment services and as such are less 
likely to access them. The findings from this study suggest that this is not the case, and 
supports previous research which found that women were just as likely as men to 
attend and engage with services. However it is important to keep in mind that this is for 
people who have recovered/currently in recovery, and may not be reflective of those 
who are still using and trying to access services.
The second part of the results section addressed aspects of current functioning whilst in 
recovery. The fourth hypothesis examined the current recovery status of ex-substance 
users. The hypothesis was not supported by the data; there were no differences 
between men and women in terms of current drug consumption, housing situation and 
employment situation (with the exception of women ex-alcohol users being more likely 
to be employed part time than men). This finding contradicts much of the current 
evidence base which suggests that women prior to and during drug treatment are more 
likely to experience problems with employment (i.e., more likely to be unemployed) as 
well have more problematic housing situations. However, differences in this study’s 
findings may be due to the sample being drawn from those who were no longer using 
and considered themselves to be in recovery. The strong evidence of gender 
differences in current literature suggests that it is possible that gender differences may 
have existed for this cohort prior to recovery and over time disappeared; thus 
suggestive that the recovery process may address this gender difference. However an 
alternative explanation of the differences between this research and the literature 
outlined in the introduction is that they are drawn from different samples, and using 
different methodologies and definitions of addiction and recovery.
A small proportion of both men and women continued to take some kind of 
psychoactive substance(s) (although remaining abstinent from heroin/alcohol) and it is 
interesting to interpret this finding in light of the ongoing debate around what is recovery
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and whether or not one has to be abstinent from all substances, not just those 
problematic ones, to be considered recovered. Whilst this question was not directly 
asked of the respondents the majority, over four fifths said they were abstinent from all 
substances, suggesting that they may have agreed with abstentionist beliefs that to be 
in recovery one needs to be abstinent of all drugs. The remaining 20% would be 
unlikely to support this view having defined themselves as being in recovery, yet still 
consuming illicit drugs. The lack of unanimous agreement in this sample is illustrative of 
the general literature’s struggle to arrive at a definitive definition of what recovery 
means. This may not necessarily be a bad thing, as the ideology behind recovery, both 
in mental health and the emerging literature on recovery from addiction, emphasizes 
the individual nature of such a journey, subsequently what ‘recovered’ or ‘recovery’ 
means to one person may totally differ to the next person. Regardless of the stance 
taken on issues of abstention, there was no evidence from this data to suggest that one 
sex were more likely to align themselves with a particular belief than another.
The fifth hypothesis examined whether there were gender differences in terms of social 
relationships people experienced whilst in recovery and later analysis explored whether 
the importance of social support differed for men and women.
The results showed that there were few differences between men and women’s 
experiences of social relationships. There were similar patterns between men and 
women in terms of their current relationship status and living arrangements (with the 
exception of male ex-heroin users who were more likely to live alone than women ex­
heroin users). However on balance men seemed to have greater opportunity for 
support, if only that the men in the ex-alcohol sample tended to have a larger social 
circle and one that is made up of more people in recovery compared to women. Men 
were also more likely to spend more time with people in recovery (regardless of ex­
substance) than women, however as the results suggest, this does not necessarily 
translate into greater satisfaction with the levels of support received. The current 
literature suggests that having support from friends, not only for general support but 
also specifically support for recovery is important in helping maintain recovery and 
prevent relapse, and it could be argued that the best people to provide this are those 
who have experience of being in recovery themselves Previous research also shows 
that an increase in the number of non using friends in a social network results in more 
positive psychological wellbeing and quality of life (Moos, 2011; Litt e/ al., 2007, 2009).
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Studies show that there is a strong link between being immersed in social networks, 
and having strong family, friendship, religious and community ties and general 
wellbeing (Helliwell & Putnam, 2004). The results of this study do not show that the 
number of people in recovery in ones social network is positively associated with levels 
of psychological wellbeing; however it is interesting to note that men did spend more 
time with people in recovery than women and men had both higher quality of life in the 
psychological domain of the WHO-QOLBREF. Men in recovery also had lower levels of 
anxiety and depression than women in recovery.
It is, however important to put this gender difference into a wider context of support and 
satisfaction with that support. Although men did have more people in recovery around 
them they did not report higher satisfaction of support from family and friends than 
women reported or with support from personal relationships . Furthermore, there were 
no gender differences in the perceived difficulty in detaching from prior using 
relationships; both sexes claimed equal and overall high levels of success in detaching 
from prior drug focused relationships. This may suggest that the literature around 
barriers to treatment for women included lack of support from other people, may in fact 
not hold true, however it is not possible to definitively conclude this as this study 
focused on people currently in recovery.
The literature proposes that substance misusing women tend to be more likely to have 
substance misusing partners. The results show that within this sample women were no 
more likely than men to have a partner with either current or past drug/alcohol problem. 
The discrepancy between this study’s findings and the current literature is likely to be 
affected by the wording of the question regarding partners’ drug and alcohol use. 
Respondents were asked if their current partner had or has a substance misuse 
problem; they were not asked about any previous partner’s substance use. It is possible 
that for both men and women, they may have been involved in drug focused 
relationships in the past, prior to or in earlier stages of recovery. Strategies to ensure a 
successful recovery and preventing relapse, are said to include moving away from 
those people who continue to use substances and establish new non drug focused 
relationships (McIntosh & McKeganey, 2000) and so successful recovery is also likely 
to involve moving away from using partners. Women in this study have proclaimed that 
they have been able to do so, but it is therefore difficult to establish from the data 
whether or not women are more likely to be involved with drug using partners during
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their drug use. One hypothesis is that there may have been gender discrepancies 
earlier on in individuals’ history and in line with previous research. What can be 
concluded is that for this sample, at their current recovery stage no gender differences 
were found. Similarly, it is not possible to support the literature suggesting that women 
also have more substance using family members than men. Respondents were not 
asked about their families drug use, but given that the majority of both men and women 
report successfully moving away from drug related relationships, it is possible that 
family members could have been using substances and the respondents have 
distanced themselves from those relationships.
Social support can also be gained from attending recovery groups and the sixth 
hypothesis tested whether or not there were gender differences in the use of these 
groups. The data did not support the hypothesis in that women were more likely to 
access this support; equal proportions of women and men claimed that they attended 
such groups thus contradicting the little available research that women are more likely 
to access such groups. Furthermore in the alcohol sample, of those that did attend a 
recovery group, participation in such groups (e.g., in terms of frequency of attendance, 
socialising and accessing/offering sponsorship) was greater for men than women. It is 
not possible to determine from the data collected why men in the alcohol cohort had 
higher levels of participation than women, but some of the literature addressing barriers 
to more formal treatment, such as finding childcare (NTA, 2010), and groups not being 
female friendly (White, 2001) may offer some explanation.
The importance of social support was examined by looking at the effect of certain types 
of support on two indicators of wellbeing; psychological health and quality of life. 
Support from family and friends, from personal relationships and from a mutual aid 
group as well as marital status was examined to see if it predicted psychological 
wellbeing and overall quality of life. Not surprisingly, and in line with supporting current 
research, higher perceived levels of support from family and friends, personal 
relationships and belonging to a mutual aid group resulted in higher psychological 
wellbeing scores for all ex-heroin users and ex-alcohol users regardless of gender. 
However marital status had a different effect on wellbeing dependent on gender. For 
men in recovery, being single had a negative impact on their wellbeing, with higher 
levels of both anxiety and depression as well as quality of life compared to men who 
were not single, however the picture was very different for women in recovery. Non
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single women had higher levels of anxiety, depression and a lower level of quality of life 
than other women. It is unclear as to why this difference exists, but is unlikely to be due 
to perceived levels of support from various relationships as this did not differ for men 
and women. One explanation could be is that these differences are not to do with being 
an ex-substance user in recovery, but are simply reflective of the gender differences 
prevalent in the wider population. Gallacher & Gallacher’s study (2011) of relationships 
and health benefits concluded that married men fared better than married women in 
some aspects of health.
The sixth hypothesis questioned whether women in recovery had higher levels of 
psychological distress, lower quality of life and lower self-esteem and self-efficacy than 
men in recovery. This study’s findings provided some support for the hypothesis but 
only within the alcohol recovery cohort sample where women on average had higher 
levels of both anxiety and depression than men; there were no gender differences for 
ex-heroin users in recovery. Differences in some aspects of quality of life were also 
only seen in the alcohol recovery cohort, where men were happier with their 
environment and psychological wellbeing than women. Levels of self esteem and self 
efficacy were not different for men and women for either substance. Entering visible 
recovery may lead to more shared experiences between men and women than active 
addiction.
Six hypotheses in total were tested, and whilst the data supported some of the 
hypotheses to some degree, none of the hypotheses tested were fully supported by the 
data for both the alcohol and the heroin cohort. The data tended to more likely support 
the hypotheses for the alcohol recovery cohort and less likely to do so for heroin 
recovery cohort, as gender differences were more apparent in the former. Given that 
the literature suggests that gender differences exist in many areas for heroin and 
alcohol users, this study’s findings perhaps suggest that differences between men and 
women dissipate during recovery for ex-heroin users. If this is true it may be that gender 
differences for ex-alcohol users will also eventually disappear, but further on into the 
recovery journey, and at a slower rate than ex-heroin users.
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4.2 Sampling issues
The inclusion criteria for the study included being abstinent from heroin/alcohol for a 
minimum of one year. Using the Betty Ford Institute definition ‘sustained recovery’ 
describes someone who has spent up to 5 years in recovery, whilst ‘stable recovery’ 
describes those who are more than five years into recovery. Using this definition, only 
28% of this study’s sample can be considered in stable recovery. As addiction has been 
described as a chronic relapsing condition, it is feasible that some of these respondents 
may unfortunately face relapse at some time in the future. Dennis et al.,’s (2007) eight 
year outcome study found that relapse can still happen late on in the recovery journey 
and people are never safe from relapse risks (White & Kurtz, 2006). Whilst this does not 
necessarily need to be construed as a limitation of the study, it should act as a reminder 
that recovery is an ongoing process and as such research should consider the life 
course perspective rather than take a dichotomous view of being either recovered or 
not. This view is perhaps shared by the sample themselves as only 12% of the sample 
would agree that they have completed their recovery journey, suggestive that for the 
majority their recovery was ongoing. Even though some of the respondents in this 
sample may relapse, the research data provides valuable information about the 
recovery journey experienced thus far.
It is important to keep recovery as a life course perspective in mind (Hser et al., 2007) 
as it is possible that gender differences may become more or less apparent later on in 
the recovery journey, or perhaps were more pronounced earlier on. This point is also 
useful to consider when interpreting the results in light of current research on recovery. 
Different studies on recovery look at people at different stages in their recovery, 
particularly if the research is not a longitudinal study. For example some studies 
exploring relapse rates explored people one year into recovery (Friedmann et al, 1998) 
whilst another looked at those who were up to 5 years into recovery (Simpson et al, 
2002). It is therefore not surprising that there will be different results and perhaps 
different gender profiles. Given that recovery is an ongoing process, gender differences 
may become apparent at different stages in that process, thus making it difficult for 
direct comparison.
Respondents from this study were from Glasgow and the surrounding areas, and the 
findings may not be applicable to different populations and cultures. Furthermore,
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because men and women were recruited from the same sources this may have 
homogenised their recovery pathways. These issues are typical of most research, in 
that samples are drawn from certain populations and it is questionable how far 
conclusions can be drawn from the findings and can be apply to all ex-alcohol users, or 
ex-heroin users. Much of the current recovery research in addiction is American and 
perhaps it is debatable how far these findings applied to a UK audience given the many 
different cultural and social aspects as well as differences in the health systems 
between the two countries. For example drug use patterns for women are believed to 
differ quite substantially by ethnicity, (White et ai, 2003) thus leading to the question as 
to how far findings can be generalised. Differences in samples may go some way to 
explaining why some of the hypotheses this study set out to test, which were based on 
findings from previous research, were not supported by the data. On a similar issue, it is 
not possible to know how far the recovery samples are representative of those with 
addiction problems, simply because substance misusers tend to be a hidden population 
and thus can be difficult to identify.
4.3 Study limitations
This study has a number of limitations, all of which may have affected the results.
The sample was an opportunitistic one, which is not necessarily reflective of the 
recovery population. Although attempts were made to recruit people in recovery who 
were not attending treatment services via media and snowballing, the majority were 
recruited through more formal recovery means. However, we know from the literature 
that significant numbers of people choose a more ‘natural recovery’ (Granfield & Cloud, 
2001) and mature out of their addiction. Previous research also shows that this group of 
people are in fact quite different in terms of severity of substance use and personal and 
social recovery capital. It is therefore not known if gender differences would exist in this 
subsection of people in recovery without formal interventions. Similarly, if this study’s 
sample was representative of the recovery population, which gender differences in 
recovery journeys and addiction careers would still remain, and if any new gender 
differences would emerge.
4.4 Clinical implication of results
There has been some debate around whether services should offer treatment 
specifically for women, whether it is within a mixed gendered service or a women’s only
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service. However given there were actually few differences between men and women in 
terms of accessing different types of treatment and recovery groups there is not enough 
evidence from this study to support this idea equivocally. What can be concluded 
however is due to women having significantly higher levels of anxiety and depression 
than men there is perhaps a need to provide ongoing psychological support for women 
drinkers in recovery. But within this, it should not be forgotten that some men also 
showed levels of anxiety and depression during the recovery period and may also 
benefit from such an intervention. It should be questioned whether or not such 
statistical significant differences in the data are actually clinically relevant, after all 
although men in this study have on average lower levels of psychological distress than 
women, the difference is not great, and a significant proportion of men are still shown to 
experience difficulties such as anxiety and depression. A similar point is made by 
Goldstein et al., (1996) regarding employment, education and parenting; that whilst 
women may fare badly in comparison to men, men may still experience difficulties in 
this area.
Additionally, whilst there is evidence for the efficacy of single sex treatment, there is 
also research that does not support this concept. Copeland et a!., (1992) found that 
completion rates were higher at single sex treatment programs than mixed sex 
programs for those women who had a background of sexual abuse, had children, or 
who were lesbian. However Kaskutas et a!., (2005) interviewed substance dependent 
women who were at either a community based women’s program, or a mixed gender 
community-based program or mixed in patient setting and concluded that mixed gender 
programs were just as effective as the single sex ones. Some studies concluded that 
women attending women’s only treatment services had more severe addiction problems 
and social problems such as homelessness or unemployment or abuse and therefore 
comparison’s between single sex treatment services and mixed sex services were not 
helpful. (Hser & Niv, 2000)
There can be a range of approaches used to attend to what tends to be women specific 
issues, that don’t involve having a separate women’s only program, for instance Cowan 
et a!., (2003) found when surveying drug and alcohol clinicians, the majority of whom 
(76%) felt that women with alcohol and drug problems had different treatment needs 
compared to men, but they were able to adapt their approach and tailored their 
treatment to address any pertinent gender specific issues, such as helping with
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parenting issues, domestic abuse and linking in with women only programs where 
appropriate. In terms of clinical implications of trying to adapt approaches for women, 
studies examining substances service providers views on this found a number of 
barriers for providing a service sensitive to issues of gender, e.g., limited resources 
(staff and money), a lack of training, not enough female staff and difficulty linking to 
relevant ancillary services. Fendrich et al., (2006)
After examining many aspects of potential gender differences in the recovery 
experience, and concluding that the findings do not support the concept of single sex 
treatment, it must be borne in mind that this sample was not drawn from those first 
accessing treatment, the participants were either post treatment or some way down the 
treatment journey and at least a year into self defined recovery. Differences between 
men and women’s experiences may have been found prior to this that could have lent 
weight to the idea of having single sex treatment, but it is not possible to conclude this.
Other clinical implications that can be drawn from the findings concern issues of social 
support. Social support has been shown to be equally important for men and women in 
establishing good levels of quality of life and psychological wellbeing. This support can 
be in the form of support from friends, family and close relationships as well as from 
recovery groups. Therefore services and recovery groups could focus more on helping 
facilitate these relationships by being inclusive and considering the systems around the 
client where possible.
4.5 Recommendations for future research
Future research could consider either focusing specifically on people who choose a 
natural recovery rather than seeking treatment and considering the potential gender 
differences in this sample of people. No current research addresses this section of the 
recovery population. Alternatively, research that does not specifically target this 
population should be careful to distinguish between those who simply mature out and 
those who seek treatment when considering recovery journeys and gender differences 
within them.
Due to addiction being a chronic relapsing condition, it would be interesting to have a 
longitudinal study, with base line measures of gender differences or a retrospective 
study that spans further than 5 years.
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Given that the profile for ex-heroin use and ex-alcohol use with regards to gender 
differences appears to be different, i.e., more gender differences in the ex-alcohol 
sample, future research should consider ex-substance of use separately, either by 
focusing only on alcohol or heroin or analysing the cases separately. It is also possible 
that as gender differences exist between these two substances, that other substances 
may also have different profiles for men as for women.
4.6 Conclusion
At the beginning of this research study addiction was described as a chronic relapsing 
condition, one that has far reaching effects and not simply for the person who is 
addicted. However, what should not be lost is the more positive message the results 
from this study portray: recovery from heroin and/or alcohol addiction is possible and 
the respondents in this study are testament to this. This possibility for positive change 
can be seen regardless of gender, substance of misuse and even after many years of 
misuse and prior attempts at quitting. As the current literature on addiction suggests, 
there are individual approaches towards initiating and continuing on a journey to 
recovery from addiction. This can be illustrated by how different types of services, such 
as inpatient detoxification, inpatient rehabilitation and day programmes for example, are 
accessed by some people and not others. Similarly how mutual aid groups are attended 
by some people and not others and how for those who do attend, the level of 
participation in these groups differs. Whilst some individuals may take up services 
offered, others may prefer to take the route of ‘maturing out’ and choose not to access 
such formal kinds of support. Regardless of the path taken, what is clear is that for both 
men and women support in some form is beneficial, if not from services then support 
from friends and family are linked to better quality of life and psychological wellbeing.
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Assessing recovery journeys and recovery communities in Glasgow for heroin and
alcohol users
Self-complete questionnaire 
ALCOHOL RECOVERY JOURNEYS
Section 1 -  Background information
We should be grateful if you would give us some background details about yourself.
This information will remain confidential and will be kept separate from your consent form and your name.
1)Age: years
2) Sex: M aleD Female □
3) Ethnic Group (please tick one box)
White White British
White Irish
Any other White Background
Mixed White and Black Caribbean
White and Black African
White and Asian
Any other mixed background
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Asian or Asian British Asian -  Indian
Asian -  Pakistani
Asian -  Bangladeshi
Any other Asian Background
Black or Black British Caribbean
African
Any other Black Background
Chinese or other ethnie 
group
Chinese
Any other ethnic group
Do not wish to state Not stated
4) Marital Status:
a Single
b Divorced/Separated
c Married/with permanent partner
d Widowed
5) Domestic Situation
a Alone
b With Parents
c With Spouse/partner
d With children. f you live with your
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children, please give their ages:
e Friends
f Other
6) If you have a partner please tick in the box to indicate whether they have ever been a problematic drinker or drug 
user, had a problem with it, ever been in treatment, and where they are now:
If you do not have a partner, please skip this question and go to question 7.
Please tick all boxes that apply. If none of them apply, please tick the box: ‘none of the above’.
My partner:
Has previously used 
alcohol
Has been treated for 
alcohol problems
Is currently abstinent 
from alcohol
Is currently in 
treatment
Is currently in
recovery
None of the above [ ]
My partner:
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Is a current problem 
drug user
Has had drug 
problems in the past
Is currently receiving 
treatment for drug 
problems
Has received 
treatment for drug 
problems in the past
Is currently in 
recovery from drug 
problems
None of the above O
7) Housing Situation
For how many days in the last 30 davs have you spent in each of the following places?
Please write the number of days -  between 0 and 30 -  in each box that applies, to make a total of 30 days.
a Homeless
b In own home without professional support
c In own home with professional support
d In bed & Breakfast (or with landlady)
f In residential home / rehab
G In Prison/remand
8) Employment Status
For how many days over the last 30 davs have you spent in each of the following activities? 
Again, please write the number of days -  between 0 and 30 -  in each box that applies.
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a Working full time
b Working part time
c unemployed
d On long term sick
e Being a house wife/husband
f Being a Student
g In Retirement
h Doing Voluntary work
What are your long-term career aspirations?
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Section 2 -  Health and quality of life
9) Physical and psychological health.
FREQUENCY IN PAST 30 DAYS Never Rarely Sometimes Often Always
Please complete these tables to indicate how often you have experienced the following symptoms in the last month. 
Tick one answer for each symptom.
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a) Poor appetite
b) Tiredness/fatigue
c) Nausea
d) Stomach pains
e) Difficulty breathing
f) Chest pains
g) Joint/bone pains
h) Muscle pain
i) Numbness/tingling
j) Tremors or shakes
FREQUENCY IN PAST 30 DAYS Never Rarely Sometimes Often Always
a) Feeling tense
b) Suddenly scared for no reason
c) Feeling fearful
d) Nervousness or shakiness inside
e) Spells of tremor or panic
f) Feeling hopeless about the future
g) Feelings of worthlessness
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h) Feeling no interest in things
i) Feeling lonely
j) Thoughts of ending your life
10) Anxiety about alcohol use
Please use the table below to indicate your current anxiety about returning to drinking.
Tick one answer for each question, to state how often you have experienced the following feelings in the fast 30 days
Never/almost
never
Sometimes Often Always/nearly
always
a) Thinking about drinking 0 1 2 3
b) Worrying about relapsing 0 1 2 3
c) Craving for alcohol 0 1 2 3
Not difficult Quite difficult Very difficult Impossible
d) Currently, how difficult do you find it to 
go without alcohol?
0 1 2 3
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11) Quality of life
The following questions ask how you feel about your quality of life, health, or other areas of your life.
For each question, please tick the answer that appears most appropriate.
If you are unsure about which response to give to a question, the first response you think of is often the best one,
Please keep in mind your standards, hopes, pleasures and concerns.
We ask that you think about your life in the last four weeks.
Very poor Poor
Neither poor 
nor good
Good Very good
1 How would you rate your
quality of life?
1 2 3 4 5
Very
Dissatisfied
Dissatisfied
Neither 
satisfied or 
dissatisfied
Satisfied Very good
2 How satisfied are you with 
your health?
1 2 3 4 5
The following questions ask about how much you have experienced things within the last four weeks
Not at all A little
A moderate 
amount
Very much
An extreme 
amount
3 To what extent do you feel 
that physical pain prevents
5 4 3 2 1
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you from doing wfiat you 
need to do?
4 How much do you need 
any medical 
treatment to 
function in your 
daily life?
5 4 3 2 1
5 How much do you enjoy 
life?
1 2 3 4 5
6 To What extent do you feel 
your life to be meaningful?
1 2 3 4 5
Not at all A little
A moderate 
amount
Very much Extremely
7 How well are you able to 
concentrate? 1 2 3 4 5
8 How safe do you feel in 
your daily life? 1 2 3 4 5
9 How healthy is your 
physical 
environment?
1 2 3 4 5
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The following questions ask about how completely you experience or were able to do certain things in the last four 
weeks.
Not at all A little Moderately Mostly Completely
10 Do you have enough
energy for 
everyday life?
1 2 3 4 5
11 Are you able to accept 
your bodily 
appearance?
1 2 3 4 5
12 Have you enough money
to meet your 
needs?
1 2 3 4 5
13 How available to you is 
the information 
that you need in 
your day-to-day 
life?
1 2 3 4 5
14 To what extent do you 
have the 
opportunity for 
leisure activities?
1 2 3 4 5
15 How well are you able to 
get around?
1 2 3 4 5
16 How satisfied are you
with your sleep?
1 2 3 4 5
17 How satisfied are you 
with your ability to 
perform your daily 
living activities?
1 2 3 4 5
18 How satisfied are you 
with your capacity 
for work?
1 2 3 4 5
19 How satisfied are you 
with yourself?
1 2 3 4 5
20 How satisfied are you 
with your 
personal 
relationships?
1 2 3 4 5
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21 How satisfied are you 
with your sex life?
1 2 3 4 5
22 How satisfied are you 
with the support 
you get from your 
friends?
1 2 3 4 5
23 How satisfied are you 
with the
conditions of your 
living place?
1 2 3 4 5
24 How satisfied are you 
with your access 
to health 
services?
1 2 3 4 5
25 How satisfied are you 
with your 
transport
1 2 3 4 5
The following question refers to how often you have felt or experienced certain things in the last four weeks.
Never Seldom Quite Often Very Often Always
26 How often do you have 
negative feelings 
such as blue 
mood, despair, 
anxiety, 
depression?
1 2 3 4 5
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Section 3 -  Self-esteem and self-efficacy
This section measures how you feel about yourself -  the scales below are measures of self-esteem and self-efficacy. 
For each of the statements, please tick one box to show how much you agree or disagree with that statement:
12) Self-esteem
Strongly
Disagree
Strongly
Agree
a) You have much to be proud of 1 2 3 4 5
b) You feel like a failure 1 2 3 4 5
c) You wish you had more respect for 
yourseif
1 2 3 4 5
d) You feel you are basically no good 1 2 3 4 5
e) In general, you are satisfied with yourself 1 2 3 4 5
f) You feel you are unimportant to others 1 2 3 4 5
13) Self-efficacy
Strongly
Disagree
Strongly
Agree
a) You have little control over the things that 1 2 3 4 5
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happen to you
b) What happens to you in the future mostly 
depends on you
1 2 3 4 5
c) There is little you can do to change many of 
the important things in your life
1 2 3 4 5
d) There Is really no way you can solve some 
of the problems you have
1 2 3 4 5
e) You can do just about anything you really 
set your mind to do
1 2 3 4 5
f) Sometimes you feel that you are being 
pushed around in life
1 2 3 4 5
g) You often feel helpless in dealing with the 
problems of life
1 2 3 4 5
Section 4 -  Current recovery status
a) Are you abstinent from alcohol?
b) Are you abstinent from all substances?
YesD
YesQ
N oD
N oD
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14 c) Please could you tell us about any substances you do continue to use.
Please indicate in the table below if you have used any of the following substances in the last month.
If your answer for any substance is 'yes', fill in each column for that substance, to indicate: a) the number of days you 
have used, b) the typical amount you use, and c) the route of administration.
Used in the last 
month? (Y/N)
Days used Typical amount per 
day (e.g. units of 
alcohol, weight or 
price of drugs)
Route of 
administration (e.g. 
injection, smoking)
Prescribed methadone
Prescribed subutex
Prescribed diazepam
Street diazepam
Other prescribed drugs
(If yes, please specify which 
drugs)
Other prescription drugs 
bought on the street (If yes 
please specify which)
Alcohol
Crack cocaine
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Cocaine powder
Amphetamines
Ecstasy
Cannabis
Tobacco
Others (please specify)
d) Are you: In early recovery (1 -3 years) □  Sustained recovery (3-5 years) □
Stable recovery (5+ years) □  Tick one answer
e) Do you feel that you (tick all that apply):
Are currently in recovery □
Have completed your recovery journey □
Perceive yourself as still addicted or identify yourself as ‘an alcoholic’ O
Regard yourself as an ex-alcoholic □
Do not consider addiction to be part of your identity □
f) In your opinion, is there an end to the recovery journey from problem drinking?
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Section 5 -  Social functioning
15) Please complete the table below about the people in your social circle or network.
Non drinkers or non­
problematic drinkers
Non-drinkers peers in 
recovery
Current drinkers
Of your social circle, how 
many people are into each 
of these groups?
Write the number of friends
Thinking about these people 
(in each group), how much 
time have you spent with 
people in these groups in 
the last month?
Write the number of days
Section 6 -  Recovery support group participation
16) Do you attend, or belong to, a recovery group support network? Y /N
If you have answered 'yes', please answer the rest of the questions in this section.
Tick (or circle) one answer for each question.
If you are not involved with a recovery support group, please go direct to Section 7 on page 12.
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a. I attend recovery group meetings
o 1-2 times per week
o 3-4 times per week
□ 5 or more times per week
b. I attend
□ Online recovery support meetings
o Face to face recovery meetings
o Both face to face and online meetings
c. i have a home group that I attend regularly: Y / N
d. If I did not make a meeting at my home group for two weeks, I think the number of people who would call to see if 
was okay would be:
o None
□ 1 person
□ 2-4 people
□ 5 or more people
e. The majority of meetings I attend are:
□ closed meetings
o open meetings
□ not sure of the difference
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f. The majority of recovery support meetings I attend are:
□ Discussion meetings
□ Speaker meetings
g. I speak at meetings:
□ Never
□ Rarely
□ Sometimes
□ Frequently
h. I perform service work at meetings (eg helping to set the room up, reading, chairing a meeting, making coffee, 
cleaning up)
□ Never
□ Rarely
□ Sometimes
□ Frequently
i. I have a sponsor with greater recovery experience who serves as a primary source of recovery to me: Y /N
j. I am in contact with my sponsor:
□ Once a week
□ 2-3 times per week
□ 4 or more times a week
□ other: (please specify how often)___________________________________
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k. I am sponsoring others with less recovery experience: Y I N
I. The number of days a week I am involved with one of my sponsees is:
□ Once a week
o 2-3 times per week
□ 4 or more times a week
o other:_______________________________
m. I carry a message of hope to others in need of recovery (outside of my sponsorship activities) 
o Never
□ Rarely
□ Sometimes
o Frequently
n. I socialise before and/or after meetings:
□ Never
□ Rarely
□ Sometimes
o Frequently
0. 1 speak at meetings
□ Never
□ Rarely
□ Sometimes
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□ Frequently
p. I attend recovery social events
□ Never
□ Rarely
□ Sometimes
□ Frequently
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q. I visit a recovery clubhouse 
o Never
o Rarely
□ Sometimes
o Frequently
r. I read recovery supportive literature 
o Never
o Rarely
o Sometimes
□ Frequently
s. I carry an object (eg wristband, chip, keyring) close to me that reminds me of my commitment to recovery 
o Never
□ Rarely
□ Sometimes
□ Frequently
t. The number of phone numbers I have of people who support my recovery is:
o None
o 1-5
□ 6-9
□ 10 or more
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u. I would rate the degree of my recent involvement in taking the steps (or alternative recovery guidelines) and 
applying them to my daily life as:
□ Never
□ Rarely
□ Sometimes
□ Frequently
V. the step I am currently working on is:
□ nothing specific
w. I would rate my success in detaching myself from prior alcohol and drug-focused relationships and places as:
□ Poor
□ Making progress but needs improvement
□ Excellent
X. I use daily rituals to strengthen my recovery (eg meditation, prayer, self-evaluation)#
□ Never
□ Rarely
□ Sometimes
□ Frequently
y. I do voluntary service in my community:
□ Never
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Rarely
Sometimes
Frequently
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z. 1 acknowledge my recovery status to others who are not in recovery
□ Never
□ Rarely
□ Sometimes
□ Frequently
aa. I encourage my family members to participate in family recovery support events
□ Never
□ Rarely
□ Sometimes
□ Frequently
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Section 7 -  Your views about recovery
17) This part of the survey gives you the chance to express your views on issues around recovery. Please answer 
these questions as fully as you can and use the reverse of the page or additional paper if necessary.
17.1 What do you understand by the term ‘recovery’?
17.2 Where do you see yourself as being on your recovery journey?
17.3 What made you decide that you wanted to stop drinking?
17.4 In your view, what were the key things that finally helped you stop drinking?
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17.5 What are the key things that have since helped you stay off drinking?
17.6 Did you involve any treatment services in your recovery journey? Y I N (circle one) 
If so, can you describe the interventions or support you received?
17.7 Did you attend any mutual aid groups In your recovery process and if so at what point and how often?
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17.8 Tell us about the support group that you are currently involved in, what effect do you think the group has had on
you since you joined?
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17.9 What are the most positive aspects of the group?
17.10 What are the downsides?
17.11 What recovery support groups are you aware of in Glasgow?
17.12 Did any friends or family members play a part in your recovery? If so, In what way?
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17.13 What are the activities that you engage in to fill your days?
17.14 Have training and employment played a part in your recovery journey? If so how?
17.15 What are your long-term ambitions?
17.16 How satisfied are you with the treatments/services that you have accessed throughout your recovery journey?
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17.17 Looking back over your recovery journey is there anything that you think could have been done differently?
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Section 8 -  Lifetime alcohol use history
18) Please complete these tables for your use of alcohol and for any other drug that you have used. 
If a question does not apply to you, please write N/A.
ALCOHOL Y N
How old were you when you first drank alcohol?
How old were you when you first drank alcohol daily?
How old were you when you first had a problem with drinking?
What type of alcohol problem did you have at this time?
How old were you at your first self-attempt at abstinence?
What was the highest amount of alcohol that you have ever taken in one day?
How old were you at the time of your highest daily use?
OTHER PROBLEIVI SUBSTANCE -  SPECIFY
Please specifv the substance
Y N
How old were you when you first used this substance?
How old were you when you first used this substance daily?
How old were you when you first injected this substance?
How old were you when you first injected this substance daily?
How old were you at your first self-attempt at abstinence?
What was the highest dose you have ever taken in one day?
How old were you at the time of your highest daily use?
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19) Key life events grids
We should like you to complete two grids: a) of key life events, and b) of your alcohol-using career.
Each grid goes from age 12 to age 57.
You are asked to indicate on each grid how old you were when various events occurred. Not all the events will apply 
to everyone, but we would like to know about those that apply to you.
The example below shows how to fill in the grids:
First, mark a vertical line at your age.
Then for each row, mark how old you were for certain situations (using a line), or at key events (with a X).
At the bottom of each grid there is space for you to add any other events that you feel have had an important effect -  
whether positive or negative - on your life and your use of alcohol.
Mark your age
Key life events (12-34) 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
Please indicate if any of the following ‘key life events' have occurred to you, and at which age?
Attended secondary school
Were in full-time employment
Married I Co-habiting
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Divorce X X
Birth of children X X X
Episodes in hospital __ or X — —
Bereavements X
Other major life events (specify)
X
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Further involvement in the project
Would you like to be trained as an interviewer for peer research? Yes I No
One of the aims of this project is to identify individuals who want to be involved more in supporting recovery in your 
local community. This may involve promotion of drug services etc. Would you like to be involved in this?
Yes I No
If so, can you provide us with details to contact you on
Have you any other comments?
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THANK YOU FOR TAKING THE TIME TO PARTICIPATE IN THIS PROJECT
Assessing recovery journeys and recovery communities in Glasgow for heroin and
alcohol users
Self-complete questionnaire 
HEROIN RECOVERY JOURNEYS
Section 1 -  Background information
We should be grateful if you would you give us some background details about yourself.
This information will remain confidential and will be kept separate from your consent form and your name.
1)/\ge:  yeaifs
2) Sex: Male [ ]  Female [ ]
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3) Ethnie Group (Please tick one box)
White White British
White Irish
Any other White Background
Mixed White and Black Caribbean
White and Black African
White and Asian
Any other mixed background
Asian or Asian British Asian -  Indian
Asian -  Pakistani
Asian -  Bangladeshi
Any other Asian Background
Black or Black British Caribbean
African
Any other Black Background
Chinese or other ethnic 
group
Chinese
Any other ethnic group
Do not wish to state Not stated
4) Marital Status: (Please tick one box)
a Single
b Divorced/Separated
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c Married/with permanent partner
d Widowed
5) Domestic Situation (Please tick one box)
a Alone
b With Parents
c With Spouse/partner
d With children If you live with your children, 
please give their ages:
e Friends
f Other
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6) If you have a partner please tick in the box to indicate whether they have ever used heroin or alcohol, had a 
problem with it, ever been in treatment, and where they are now:
If you do not have a partner, please skip this question and go to question 7.
Please tick all boxes that apply. If none of them apply, please tick the box: ‘none of the above
a) My partner :
Previously used 
heroin
Has been treated for 
heroin problems
Is currently abstinent 
from heroin
Is currently in 
treatment
Is currently in 
recovery
None of the above D
b) My partner:
Is a current problem 
drinker
Has been a problem 
drinker in the past
Is currently receiving 
treatment for 
problem drinking
Has received 
treatment for 
problem drinking in 
the past
Is currently in 
recovery
None of the above □
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7) Housing Situation
For how many days in the last 30 days have you spent in each of the following places?
Please write the number of days -  between 0 and 30 - in each box that applies, to make a total of 30 days.
a Homeless
b In own home without professional support
c In own home with professional support
d In bed & Breakfast (or with landlady)
f In residential home / rehab
G In Prison/remand
8) Employment Status
For how many days over the last 30 davs have you spent in each of the following activities? 
Again, please write the number of days -  between 0 and 30 -  in each box that applies.
a Working full time
b Working part time
c unemployed
d On long term sick
e Being a house wife/husband
f Being a Student
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g In Retirement
h Doing Voluntary work
What are your long-term career aspirations?
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Section 2 -  Health and quality of life
FREQUENCY IN PAST 30 DAYS Never Rarely Sometimes Often Always
a) Poor appetite
9) Physical and psychological health
Please complete these tables to indicate how often you have experienced the following symptoms in the iast month 
Tick one answer for each symptom.
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b) Tiredness/fatigue
g) Nausea
d) Stomach pains
e) Difficulty breathing
f) Chest pains
g) Joint/bone pains
h) Muscle pain
i) Numbness/tingling
j) Tremors or shakes
FREQUENCY IN PAST 30 DAYS Never Rarely Sometimes Often Always
a) Feeling tense
b) Suddenly scared for no reason
c) Feeling fearful
d) Nervousness or shakiness inside
e) Spells of tremor or panic
f) Feeling hopeless about the future
g) Feelings of worthlessness
h) Feeling no interest in things
i) Feeling lonely
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j) Thoughts of ending your life
10) Anxiety about heroin use
Please use the table below to indicate your current anxiety about heroin use.
Tick one answer for each question, to state how often you have experienced the following feelings in the last 30 
davs.
Never/almost
never
Sometimes Often Always/nearly
always
a) Thinking about using heroin 0 1 2 3
b) Worrying about relapsing 0 1 2 3
c) Craving for heroin 0 1 2 3
Not difficult Quite difficult Very difficult Impossible
d) Currently, how difficult do you find it to 
go without heroin?
0 1 2 3
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11)Quality of life
The following questions ask how you feel about your quality of life, health, or other areas of your life.
For each question, please tick the answer that appears most appropriate.
If you are unsure about which response to give to a question, the first response you think of is often the best one.
Please keep in mind your standards, hopes, pleasures and concerns.
We ask that you think about your life in the last four weeks.
Very poor Poor
Neither poor 
nor good
Good Very good
1 How would you rate your 
quality of life?
1 2 3 4 5
Very
Dissatisfied
Dissatisfied
Neither 
satisfied or 
dissatisfied
Satisfied Very good
2 How satisfied are you with 
your health?
1 2 3 4 5
The following questions ask about how much you have experienced things within the last four weeks
Not at all A little
A moderate 
amount
Very much
An extreme 
amount
3 To what extent do you feel 
that physical pain prevents
5 4 3 2 1
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you from doing what you 
need to do?
4 How much do you need 
any medical 
treatment to 
function in your
daily life?
5 4 3 2 1
5 How much do you enjoy 
life?
1 2 3 4 5
6 To What extent do you feel 
your life to be meaningful?
1 2 3 4 5
Not at all A little
A moderate 
amount
Very much Extremely
7 How well are you able to 
concentrate? 1 2 3 4 5
8 How safe do you feel in 
your daily life? 1 2 3 4 5
9 How healthy is your 
physical
environment?
1 2 3 4 5
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The following questions ask about how completely you experience or were able to do certain things in the last four 
weeks.
Not at all A little Moderately Mostly Completely
10 Do you have enough 
energy for 
everyday life?
1 2 3 4 5
11 Are you able to accept 
your bodily 
appearance?
1 2 3 4 5
12 Have you enough money 
to meet your 
needs?
1 2 3 4 5
13 How available to you is 
the information 
that you need in 
your day-to-day 
life?
1 2 3 4 5
14 To what extent do you 
have the 
opportunity for 
leisure activities?
1 2 3 4 5
15 How well are you able to 
get around?
1 2 3 4 5
16 How satisfied are you 
with your sleep?
1 2 3 4 5
17 How satisfied are you 
with your ability to 
perform your daily 
living activities?
1 2 3 4 5
18 How satisfied are you 
with your capacity 
for work?
1 2 3 4 5
19 How satisfied are you 
with yourself?
1 2 3 4 5
20 How satisfied are you 
with your 
personal 
relationships?
1 2 3 4 5
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21 How satisfied are you 
with your sex life?
1 2 3 4 5
22 How satisfied are you 
with the support 
you get from your 
friends?
1 2 3 4 5
23 How satisfied are you 
with the
conditions of your 
living place?
1 2 3 4 5
24 How satisfied are you 
with your access 
to health 
services?
1 2 3 4 5
25 How satisfied are you 
\Afith your 
transport
1 2 3 4 5
The following question refers to how often you have felt or experienced certain things in the last four weeks.
Never Seldom Quite Often Very Often Always
26 How often do you have 
negative feelings 
such as blue 
mood, despair, 
anxiety, 
depression?
1 2 3 4 5
Section 3 -  Self-esteem and self-efficacy
This section measures how you feel about yourself -  the scales below are measures of self-esteem and self-efficacy. 
For each of the statements, please tick one box to show how much you agree or disagree with that statement:
12) Self-esteem
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Strongly
Disagree
Strongly
Agree
a) You have much to be proud of 1 2 3 4 5
b) You feel like a failure 1 2 3 4 5
c) You wish you had more respect for 
yourself
1 2 3 4 5
d) You feel you are basically no good 1 2 3 4 5
e) In general, you are satisfied with yourself 1 2 3 4 5
f) You feel you are unimportant to others 1 2 3 4 5
13) Self-efficacy
Strongly
Disagree
Strongly
Agree
a) You have little control over the things that 
happen to you
1 2 3 4 5
b) What happens to you in the future mostly 
depends on you
1 2 3 4 5
c) There is little you can do to change many of 
the important things in your life
1 2 3 4 5
d) There is really no way you can solve some 
of the problems you have
1 2 3 4 5
e) You can do just about anything you really 1 2 3 4 5
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set your mind to do
f) Sometimes you feel that you are being 
pushed around in life
1 2 3 4 5
g) You often feel helpless in dealing with the 
problems of life
1 2 3 4 5
Section 4 -  Current recovery status
14 a) Are you abstinent from heroin?
14 b) Are you abstinent from all psychoactive substances?
Y esO
Y esQ
N o O
N o O
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14 c) Please could you tell us about any substances you do continue to use.
Please indicate in the table below if you have used any of the following substances in the last month.
If your answer for any substance is 'yes', fill in each column for that substance, to indicate: a) the number of days you 
have used, b) the typical amount you use, and c) the route of administration.
Used in the last 
month? (Y/N)
Days used Typical amount per 
day (e.g. units of 
alcohol, weight or 
price of drugs)
Route of 
administration
(e.g. injection, 
smoking)
Prescribed methadone
Street methadone
Prescribed subutex
Street subutex
Prescribed diazepam
Street diazepam
Other prescribed drugs
(If yes, please specity which 
drugs)
Other prescription drugs 
bought on the street
(If yes please specify which)
253
Major Research Project
Alcohol
Crack cocaine
Cocaine powder
Amphetamines
Ecstasy
Cannabis
Tobacco
Others (please specify)
d) Are you; In early recovery (1-3 years) □  Sustained recovery (3-5 years) □
Stable recovery (5+ years) Q  (Tick one answer)
e) Do you feel that you (tick all that apply)
Are currently in recovery Q
Have completed your recovery journey □
Perceive yourself as still addicted or identify yourself as 'an addict’ O
Regard yourself as an ex-addict □
Do not consider addiction to be part of your identity □
f) In your opinion, is there an end to the recovery journey from heroin use?
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Section 5 -  Social functioning
15) Please complete the table below about the people in your social circle or network.
Non users or non-
problematic users
Non—using peers in 
recovery
Current users
Of your social circle, how 
many people are in each of 
these groups?
Write the number of friends
Thinking about these people 
(in each group), how much 
time have you spent with 
people in these groups in 
the last month?
Write the number of days
Section 6 -  Recovery support group participation
16) Do you attend, or belong to a recovery group support group? Y I N (circle one)
If you have answered ‘yes’, please answer the rest of the questions in this section.
Tick (or circle) one answer breach question.
If you are not involved with a recovery support group, please go direct to Section 7 on page 12
256
Major Research Project
a. I attend recovery group meetings
□ 1-2 times per week
□ 3-4 times per week
□ 5 or more times per week
b. I attend
□ Online recovery support meetings
□ Face to face recovery meetings
□ Both face to face and online meetings
c. I have a home group that I attend regularly: Y I N
d. If I did not make a meeting at my home group for two weeks, I think the number of people who would call to see if 
was okay would be:
□ None
□ 1 person
□ 2-4 people
□ 5 or more people
e. The majority of meetings I attend are:
□ closed meetings
□ open meetings
□ not sure of the difference
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f. The majority of recovery support meetings I attend are:
□ Discussion meetings
o Speaker meetings
g. I speak at meetings:
□ Never
□ Rarely
□ Sometimes
□ Frequently
h. I perform service work at meetings (eg helping to set the room up, reading, chairing a meeting, making coffee, 
cleaning up)
□ Never
□ Rarely
o Sometimes
o Frequently
i. I have a sponsor with greater recovery experience who serves as a primary source of recovery to me: Y I N
j. I am in contact with my sponsor: 
o Once a week
□ 2-3 times per week
□ 4 or more times a week
□ other: (please specify how often)___________________________________
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k. I am sponsoring others with less recovery experience: Y I N
I. The number of days a week I am involved with one of my sponsees is:
□ Once a week
□ 2-3 times per week
□ 4 or more times a week
□ other:__________________________________
m. I carry a message of hope to others in need of recovery (outside of my sponsorship activities)
□ Never
□ Rarely
□ Sometimes
□ Frequently
n. I socialise before and/or after meetings:
□ Never
□ Rarely
□ Sometimes
□ Frequently
0. 1 speak at meetings
□ Never
□ Rarely
□ Sometimes
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Frequently
p. I attend recovery social events
□ Never
□ Rarely
□ Sometimes
o Frequently
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q. I visit a recovery clubhouse
□ Never
□ Rarely
□ Sometimes
□ Frequently
r. I read recovery supportive literature
□ Never
□ Rarely
□ Sometimes
□ Frequently
s. I carry an object (eg wristband, chip, keyring) close to me that reminds me of my commitment to recovery
□ Never
□ Rarely
□ Sometimes
□ Frequently
t. The number of phone numbers I have of people who support my recovery is:
□ None
□ 1-5
□ 6-9
□ 10 or more
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u. I would rate the degree of my recent involvement in taking the steps (or alternative recovery guidelines) and 
applying them to my daily life as:
o Never
o Rarely
□ Sometimes
o Frequently
V. the step I am currently working on is:
□ nothing specific
w. I would rate my success in detaching myself from prior alcohol and drug-focused relationships and places as: 
o Poor
□ Making progress but needs improvement 
o Excellent
X. I use daily rituals to strengthen my recovery (eg meditation, prayer, self-evaluation)#
□ Never
□ Rarely
□ Sometimes
o Frequently
y. I do voluntary service in my community:
□ Never
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□ Rarely
□ Sometimes
□ Frequently
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z. I acknowledge my recovery status to others who are not in recovery
□ Never
o Rarely
o Sometimes
□ Frequently
aa. I encourage my family members to participate in family recovery support events
□ Never
□ Rarely
□ Sometimes
o Frequently
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Section 7 -  Your views about recovery
17) This part of the survey gives you the chance to express your views on issues around recovery. Please answer 
these questions as fully as you can and use the reverse of the page or additional paper if necessary.
17.1 What do you understand by the term ‘recovery’?
17.2 Where do you see yourself as being on your recovery journey?
17.3 What made you decide that you wanted to stop using heroin?
17.4 In your view, what were the key things that finally helped you stop using heroin?
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17.5 What are the key things that have since helped you stay off heroin?
17.6 Have you ever been tested for blood-borne viruses? Y I N (circle one)
If yes, how did the experience of being tested or the results change your drug use career?
17.7 Did you involve any treatment services in your recovery journey? Y I N 
If so, can you describe the interventions or support you received?
266
Major Research Project
17.8 Did you attend any mutual aid groups in your recovery process and if so at what point and how often?
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17.9 Tell us about the support group that you are currently involved in, what effect do you think the group has had on
you since you joined?
17.10 What are the most positive aspects of the group?
17.11 What are the downsides?
17.12 What recovery support groups are you aware of in Glasgow?
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17.13 Did any friends or family members play a part in your recovery? If so, in what way?
17.14 What are the activities that you engage in to fill your days?
17.15 Have training and employment played a part in your recovery journey? If so how?
17.16 What are your long-term ambitions?
17.17 How satisfied are you with the treatments/services that you have accessed throughout your recovery journey?
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17.18 Looking back over your recovery journey is there anything that you think could have been done differently?
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Section 8 -  Lifetime drug use history
18) Please complete these tables for every drug you have used. 
If a question does not apply to you, please write N/A.
HEROIN Y N
How old were you when you first used heroin?
How old were you when you first used heroin daily?
How old were you when you first injected heroin?
How old were you when you first injected heroin daily?
How old were you at your first self-attempt at abstinence?
What was the highest dose that you have ever taken in one day?
How old were you at the time of you highest daily use?
COCAINE POWDER Y N
How old were you when you first used cocaine powder?
How old were you when you first used cocaine powder daily?
How old were you when you first injected cocaine powder?
How old were you when you first injected cocaine powder daily?
How old were you at your first self-attempt at abstinence?
What was the highest dose that you have ever taken in one day?
How old were you at the time of your highest daily use?
CRACK COCAINE Y N
How old were you when you first used crack cocaine?
How old were you when you first used crack cocaine daily?
How old were you when you first injected crack cocaine?
How old were you when you first injected crack cocaine daily?
How old were you at your first self-attempt at abstinence?
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What was the highest dose you have ever taken in one day?
How old were you at the time of your highest daily use?
OTHER PROBLEM SUBSTANCE
Please specifv the substance
Y N
How old were you when you first used this substance?
How old were you when you first used this substance daily?
How old were you when you first injected this substance?
How old were you when you first injected this substance daily?
How old were you at your first self-attempt at abstinence?
What was the highest dose you have ever taken in one day?
How old were you at the time of your highest daily use?
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19) Key life events grids
We should like you to complete two grids; a) of key life events, and b) of your heroin-using career.
Each grid goes from age 12 to age 57.
You are asked to indicate on each grid how old you were when various events occurred. Not all the events will apply 
to everyone, but we would like to know about those that apply to you.
The example below shows how to fill in the grids:
First, mark a vertical line at your age.
Then for each row, mark how old you were for certain situations (using a line), or at key events (with a X).
At the bottom of each grid there is space for you to add any other events that you feel have had an important effect 
whether positive or negative - on your life and your use of heroin.
Mark your age
Key life events (12-34) 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
Please indicate if any of the following ‘key life events' have occurred to you, and at which age? &
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Attended secondary sctiool — — — —
Were in full-time employment —
Married / Co-habitina — — — —
Divorce X ■ X
Birth of children X X X
Episodes in hospital __ or X —
Bereavements X X
Other major life events (specify)
X
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Further involvement in the project
Would you like to be trained as an interviewer for peer research? Yes I No
One of the aims of this project is to identify individuals who want to be involved more in supporting 
recovery in your local community. This may involve promotion of drug services etc. Would you like to be 
involved in this?
Yes I No
If so, can you provide us with details to contact you on
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Have you any other comments?
THANK YOU FOR TAKING THE TIME TO PARTICIPATE IN THIS PROJECT
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Appendix B:
Scoring of the WHO QOL-BREF
285
Major Research Project
Table 4 - Method for converting raw scores to transformed scores
D O M A IN  1
FltïV Tiâîufonnîà
4-20 O-lOO
4 0
S 5 6
9 6
10 6 13
11 6 13
7 19
7 19
14 S
15 9 31
16 9 31
10 38
18 10 38
19 11 44
20 11 44
21 12 50
13 56
13 56
24 14 63
14 63
26 15 69
15 69
28 16
29 17 SI
30 17 81
31 18 88
32 18 88
33 19 94
34 19 94
1
■
D O M A IN  2
Ras'
0^100
6 4
6
S 6
9 6 13
10 7 19
11 7 19
12 8
13 9 31
14 9 31
15 10 38
16 11 44
17 11 44
18 12 50
19 13 56
15 56
14 63
22 15 69
25 15 69
24 16
25 17 81
26 17 81
18 88
28 19 94
19 94
100
D O M A IN  3
Kàw OLToed
c-iœ
4 0
4 6
5 19
6 S
9 31
S 11 44
9 12 50
10 13 56
11 15 69
12 16
13 17 81
14 19 94
15 20 100
D 0 M 4 J N 4
Raw cimed
4-10 0-1 DO
S 4
9 5
10 5 6
11 6
12 6
13 7 19
14 7 Î 9
15 S 25
16 S 25
17 9 31
18 9 31
19 10 38
10 38
21 11 44
11 44
23 12 50
24 12 50
13 56
26 13 56
14 63
28 14 63
29 15 69
30 15 69
31 16
32 16
33 17 S I
34 17 81
18 88
36 18 88
19 94
38 19 94
39 20 100
4,-1 *00
References
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Assessing recovery journeys and recovery communities in Glasgow for
heroin and alcohol users
CONSENT FORM
I HAVE READ THE INFORMATION SHEET GIVEN TO ME BY THE RESEARCHER AND I AGREE TO 
TAKE PART IN THIS RESEARCH INTERVIEW. I UNDERSTAND THAT THIS IS A CONFIDENTIAL 
AND ANONYMOUS INTERVIEW AND THAT I AM FREE TO WITHDRAW AT ANY TIME.
I understand that the study uses structured questionnaires and open-ended interview questions and wil 
ask questions about my addiction to alcohol or heroin and my subsequent recovery. I understand that I will 
receive 210 for completing the questionnaire.
I understand that although I have to sign this form as part of the research process the questionnaire is 
anonymous and this form will be separated from my answers and will not allow me to be identified.
Name of Researcher:
Name of Volunteer Date Signature
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Name of Person taking consent Date Signature
(if different from researcher)
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Appendix D:
Recovery cohort milestones in drug taking careers
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Table D1
Heroin recovery cohort: milestones in their drug taking career
Age Sex n M
(years)
SD t value d f P
First use Male 72 19.9 4.4 -.36 95 .72
(smoking or injecting) Female 25 20.3 4.9
First daily use Male 72 21.1 4.2 .-.09 96 .93
(smoking or injecting) Female 26 21.2 4.7
First injection Male 60 22.0 4.7 -.95 81 .34
Female 23 23.1 5.6
First injected daily Male 54 22.2 4.2 -.75 73 .45
Female 21 23.0 5.0
First dependent Male 69 21.0 4.0 -.62 92 .54
Female 25 21.6 4.6
First abstinence Male 71 28.6 7.0 1.65 95 .10
attempt Female 26 26.1 6.0
First request for Male 37 30.4 5.6 1.43 48 .16
rehab Female 13 27.9 5.2
First key Male 48 31.2 7.0 .63 69 .53
turning point Female 23 30.1 6.1
Last dependent Male 69 33.0 6.1 .98 92 .33
Female 25 31.6 5.4
Start of current Male 68 33.0 6.3 .49 90 .63
journey Female 24 32.3 6.6
Note: not all who injected moved on to inject daily, therefore average age is lower for  
daily injection than first as is based on a smaller subsection o f the cohort
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Table D2
rgcovezy co/zorA" zzzz/g^ rozze.y in their drug taking
Age Sex n M Statistic d f P
(years)
First drink* Male 65 13.7 2.6 1183.5 -1.17 .24
Female 42 15.0 4.8
First intoxication* Male 65 14.6 3.1 1087.5 -1.78 .08
Female 42 17.8 7.9
First daily alcohol Male 62 22.2 8.1 -2.10 97 .04
use
Female 37 26.0 9.6
First abstinence Male 59 34.3 10.0 -.12 96 .91
attempt
Female 39 34.0 12.5
First dependent Male 64 23.3 8.4 -1.89 104 .06
Female 42 26.9 11.2
Last dependent Male 64 41.1 8.7 .27 104 .79
Female 42 40.6 10.8
Total time Male 64 17.3 8.7 2.43 104 .02
dependent Female 42 13.2 8.0
First request Male 20 39.0 8.3 -.28 31 .78
For rehab Female 13 39.9 8.7
First key Male 56 40.8 9.1 853.5 -1.43 .15
turning point* Female 37 37.2 13.2
Start of Male 68 41.4 9.5 .57 101 .57
current journey Female 24 40.2 10.7
Note: *due to non normal data a non parametric equivalent (Mann Whitney) of a t-test 
was used and z scores are shown.
292
Major Research Project
Appendix E:
Percentage o f attendance, number o f episodes and age first episode o f treatment 
received
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Table El
fgrcgM/age q/ arrgMüfaMce, q/ OMûf âge qpwoüfe q/" /rga/TMe»/ 
recezveùf /ôr Aerom recovgry coAor^
Treatment n Total Men Women Test statistic P
MMT
% Ever 
attended
94 91.5 89.9 96.0 %'(1)=.890 .35
Number of 
episodes
86 1.2(0.6) 1.3(0.7) 1.1(.3) [7=669.0 .25
Age first 
episode
Inpatient
Detox
86 27.6(6.7) 28.0(7.1) 26.7(5.4) r(84) =.793 .43
% Ever
attended
94 34.0 30.4 44.0 x '( l ) =  1.504 .22
Number of 
episodes
32 1.3(0.9) 1.3(0.7) 1.4(1.2) [7=101.0 .40
Age Erst
episode
Residential
Rehab
32 29.0(5.3) 29.2(4.8) 28.7(6.5) /(30) = .23 .82
% Ever
attended
94 50.0 55.1 36.0 %'(!) = 2.67 .10
Number of 
episodes
47 1.8(1.6) 1.6(1.0) 2.8(3.0) [7= 138.5 .30
Age Erst
episode
Day Program
47 30.4(6.0) 31.2(5.9) 27.2(5.7) ^45)=1.82 .75
%Ever
attended
94 57.4 62.3 44.0 %'(!) = 2.52 .11
Number of 
episodes
54 1.5(1.1) 1.4(0.8) 2.1(1.9) [7=200.5 .28
Age Erst 
episode
NA
54 31.6(7.2) 31.8(7.2) 30.5(7.4) ^52) = 566 .57
% Ever 
attended
94 57.4 60.9 48.0 %'(])= 1.24 .27
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Number of 
episodes
54 1.3(0.6) 1.3(0.6) 1.5(0.8) [7=219.0 .36
Age first 
episode
Other Mutual 
Aid
54 31.7(6.8) 32.4(6.9) 29.0(6.2) r(52)=1.55 .13
% Ever 
attended
94 21.3 15.9 36.0 X^(l)=4.41 .04
Number of 
episodes
20 1.1(.2) 1.0(0.0) 1.1(0.3) [7=44.0 .27
Age first 
episode
Self Detox
20 34.2(7.0) 35.0(6.8) 33.1(7.5) 0 8 )  = .59 .56
% Ever 
attended
94 37.2 34.8 44.0 %'(!) = .67 .41
Number of 
episodes
35 2.3(2.2) 2.4(2.5) 1.9(1.5) [7= 128.5 .89
Age first 
episode
35 26.8(5.9) 26.0(5.7) 28.4(6.2) 0 3 )  = -1.06 .28
Note: Number o f episodes and age first episode are based on only those who ever 
attended.
Table E2
Percentage of attendance, number of episodes and age first episode of treatment received 
for alcohol recovery cohort
Treatment n Total Men Women Test statistic P
Community
Tx
% Ever 107 51.4 47.7 57.1 %'(1)=.912 .34
attended 
Number of 55 1.7 1.9(3.3) 1.46(1.3) [7= 149.0 .38
episodes 
Age first 55 38.5(9.0) 39.3(8.9) 37.5(9.3) /(36)=1.13 .27
episode
Inpatient
Detox
% Ever 107 31.8 30.8 33.3 %'(1)=.08 .78
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attended 
Number of 34 2.1(3.1) 2.6(4.0) 1.4 (.76) [7=113.0, .28
episodes 
Age first 34 37.9(9.5) 38.2(10.7 37.5 (7.9) r(32) = .21 .84
episode
Residential
Rehab
% Ever 107 24.3
)
23.1 26.2 % '(!) = .13 .71
attended 
Number of 26 1.3(0.6) 1.1(0.4) 1.6(0.8) [7=61.5 .14
episodes 
Age first 26 39.5(8.4) 41.7(8.2) 36.5(7.9) r(24)=1.64 .11
episode
Day Program 
% Ever 107 43.0 38.5 50.0 % '(!)=  1.39 .24
attended
Number of 46 1.2(0.7) 1.1(0.3) 1.3(0.9) [7=244.0 .45
episodes 
Age first 46 43.0(9.9) 44.8(8.8) 40.9(10.9) t(44)=1.39 .19
episode
AA
% Ever 107 79.4 81.5 76.2 x '( l )  = .45 .50
attended 
Number of 85 1.4(0.8) 1.3(0.6) 1.4(1.0) [7=785.0 .45
episodes 
Age first 85 38.1(8.2) 38.5(9.2) 37.5(6.2) r(83) = 0.52 .61
episode
Other Mutual 
Aid
% Ever 107 28.0 20.0 40.5 %'(1)=5.30 .02
attended
Number of 30 1.2(0.8) 1.3(0.9) 1.2(0.7) [7=100.5 .42
episodes 
Age first 30 44.0(8.8) 45.6(8.4) 42.8(9.1) f(28) = .59 .40
episode
Self Detox
% Ever 107 49.5 46.2 54.8 %'(1)=.756 .38
attended 
Number of 53 3.0(3.6) 3.3(4.0) 2.6(3.1) [A=287.5 .24
episodes 
Age first 53 35.1(10.8 35.2(11.0 34.9(10.7) ^51) = .08 .93
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episode___________ )_________)
Note: Number o f episodes and age first episode are based on only those who ever 
attended.
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Appendix F:
f  q / q / / w m z M g  yzozzz/j^  cAozzge
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Table FI
Percentage of spontaneous mentions of turning points for change
Turning point
Gender Fishers Exact 
P
Men (n) Women (n)
Relationship breakdown
Heroin (n=70) 
Alcohol (n=91)
9.9(3)
7.3(4)
4.3(1)
2.8(1)
1.00
.65
Tired of lifestyle/ hit rock 
bottom
Heroin (n=70) 
Alcohol (n=91)
34.0(7)
10.9(6)
30.4(7)
8.3(3)
.60
1.00
Loss (or threatened) of children 
Heroin (n=70) 
Alcohol (n=91)
6.4(3)
8.7(2)
0.0(0)
5.6(2)
.60
.15
Diagnosis of HCV
Heroin (n=70) 
Alcohol (n=91)
8.5(4)
0.0(0)
0.0(0)
2.8(1)
<001
.39
111 health (mental or physical)
Heroin (n=70) 
Alcohol (n=91)
14.9(7)
21.8(12)
4.3(1)
30.6(11)
.68
.35
OD (Self or others)
Heroin (n=70) 
Alcohol (n=91)
4.3(2)
0.0(0)
4.3(1)
0.0(0)
1.00
1.00
Getting help (e.g. AA)
Heroin (n=70) 
Alcohol(n=91)
12.8(6)
14.5(8)
13.0(3)
5.6(2)
.70
.31
Death of family member/friend 
Heroin (n=70) 
Alcohol (n=91)
2.1(1)
8.7(2)
3.1(8.2) 
1.8(1)
.75
1.00
Realising the effect on others 
Heroin (n=70) 
Alcohol (n=91)
4.3(2)
16.4(9)
13.0(3)
19.4(7)
.11
.78
Made suicide attempt/suicidal
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Heroin (n=70) 4.3(2) 4.3(1) 1.00
Alcohol (n=91) 5.5(3) 5.6(2) 1.00
Arrested/convicted/prison
Heroin (n=70) 2.1(1) 0.0(0) 1.00
Alcohol (n=91) 7.3(4) 0.0(0) .15
Pregnancy/birth of (grand)
children
Heroin (n=70) 6.4(3) 8.7(2) .61
Alcohol (n=91) 1.8(1) 2.8(1) 1.00
Other
Heroin (n=70) 23.4(11) 34.8(8) .15
Alcohol (n=91) 14.5(8) 27.8(10) .18
300
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Appendix G:
Checking assumptions of data for number of days (in a month) spent in various
employment situations
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T a b le  G1
Checking assumptions of data for number of days (in 
employment situations
a month) spent in various
Employment Sex Z  scores 
Skewness Kurtosis
Shapiro-
Wilk
L even e 's
Full time work M ale 7 .64* 1.36 .493 16.13 (173.7)
Fem ale 1 0 .0 5 * 1 1 .9 0 * .337
Part time M ale 7.64* 94 .71 * .164 12.86 (90.2)
work
Fem ale 11.80* 18 .74* .344
Unemployed M a le 4 .60* -2 .63 * .583 .002 (203)
Fem ale 3 .4 7 * -1.75 .565
Long term M a le 2.81* 4 .0 7 * .615 12 7 (2 0 3 )
sick
Fem ale 1.93 -3 .03 * .611
House wife/ M a le 56 .55* 333 .33 * .059 1.023 (203)
husband
Fem ale 28 .34* 1 1 1 .4 7 * .100
Student M ale 16.00* 24 .79* .355 .080 (203)
Fem ale 10.51* 14 .79* .362
Retirement M ale 1 7 .1 3 * 26 .09 * .267 1 .3 4 (20 3 )
Fem ale 10.20* 12 .24* .319
Voluntary M a le 14.01* 19 .18* .488 .0 1 5 (2 0 3 )
work
Fem ale 10.74* 16 .07* .444
Note: * p<.001, df are in parentheses
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Appendix H:
Mean number o f days spent in different employment situations
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Table H1
vWeoM q / j p g » /  emq/qy/Me»/
Employment
Gender 
Men Women
U P
Full time work
Heroin (n=98) 9.9(11.0) 2.3(8.2) 583.0 .27
Alcohol (n=107) 6.6(12.3) 3.0(8.9) 1209.0 .14
Total (n=205) 5.7(11.6) 2.7(8.6) 4215.5 .08
Part-time work
Heroin (n=98) 0.9(5.0) 1.5(6.0) 868.5 .19
Alcohol (n=107) 0.5(3.1) 2.7(7.8) 1180.5 .01
Total (n=205) 8.6(13.4) 8.3(13.5) 4593.5 .85
Unemployed
Heroin (n=98) 11.4(14.5) 10.2(14.4) 891.0 .67
Alcohol (n=107) 5.5(11.4) 7.1(12.9) 1298.0 .55
Total (n=205) 8.6(13.4) 8.3(13.5) 4593.5 .85
Long term sick
Heroin (n=98) 11.4(14.5) 10.4(14.6) 905.0 .77
Alcohol (n=107) 10.2(14.3) 11.4(14.8) 1307.00 .66
Total (n=205) 10.8(14.4) 11.0(14.6) 4620.5 .95
Housewife/
husband
Heroin (n=98) O.O(O.O) 1.2(5.9) 900.0 .10
Alcohol (n=107) 0.5(3.7) O.O(O.O) 1344.0 .42
Total (n=205) 0.2(2.6) 0.4(3.6) 4623.5 1.00
Student
Heroin (n=98) 2.0(6.2) 3.2(7.9) 912.5 .76
Alcohol (n=107) 2.3(7.2) 1.6(6.1) 1316.5 .54
Total (n=205) 2.1(6.7) 2.2(6.8) 4577.5 .79
Retired
Heroin (n=98) O.OO(.O) O.O(O.O) 936.0 1.00
Alcohol(n=107) 4.2(10.4) 4.3(10.6) 1359.0 .95
Total (n=205) 2.0(7.5) 2.7(8.6) 4553.0 .58
Voluntary work
Heroin (n=98) 3.7(8.3) 3.1(8.2) 906.5 .75
Alcohol (n=107) 2.5(5.8) 2.8(6.8) 1307.0 .64
Total (n=205) 3.1(7.2) 2.9(7.3) 4486.5 .58
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Note: Number of days spent in the last month can add up to more than 30 as it is 
possible to be in more than one category at a time, such as retired and doing voluntary 
work
U=Mann Whitney statistic for means comparison, SD in parentheses
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Appendix I:
Checking assumptions of data for number of days (in a month) spent in different 
housing situations employment situations
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Table I I
Checking assumptions of data for number of days (in a month) spent in different 
housing situations employment situations
Housing Sex Z score 
Skewness Kurtosis
Shapiro
-Wilk
Levene’s
Homeless M a le 2 6 .0 5 * 6 8 .8 4 * .1 8 2 .0 4 8  (20 1 )
Fem ale 1 9 .5 8 * 5 4 .6 6 * .161
Own home M ale -8 .4 8 * 2 .8 1 * .4 5 4 3 .0 5 7  (20 1 )
(without support)
Fem ale -7 .8 6 * 3 .9 3 * .406
Own home (with M a le 1 3 .9 8 * 1 6 .0 3 * .3 2 0 .605  (20 1 )
support)
Fem ale 11 .48  * 1 6 .4 7 * .2 9 1
Bed & Breakfast M ale 5 5 .5 9 * 3 2 6 .0 9 * .0 6 0 .9 7 9  (20 1 )
Fem ale 2 8 .3 4 * 1 1 8 .4 7 * .1 0 0
Residential/ M ale 2 3 .8 4 * 5 6 .13  * .186 1 1 .1 6 *  (1 3 4 .0 )
Rehab
Fem ale - - -
Prison / Remand M ale _ _ _ _
Fem ale - - -
Note: * p<.001, df are in parentheses
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Table J1
Average number o f days spent in different housing situations
Housing Gender 
Men Women
u P
Homeless
Heroin(n=97) 1.3(6.1) 2.3(8.2) 903.0 .70
Aleohol(n=104) 0.5(3.8) O.O(O.O) 1271.0 .42
Total(n=201) 0.9(5.1) 0.9(5.1) 4456.5 .79
Own home (no 
support)
Heroin(n=97) 22.8(12.9) 24.2(12.0) 906.5 .86
Aleohol(n=104) 27.6(8.2) 27.8(7.8) 1281.0 .88
Total (n=201) 25.1(11.2) 26.4 (9.8) 4333.0 .52
Own home 
(with support)
Heroin(n-97) 4.2(10.5) 2.4(8.1) 894.5 .69
Alcohol(n=104) 1.0(5.3) 2.2(7.8) 1239.00 .37
Total (n=201) 2.7(8.6) 2.2(7.9) 4477.0 .95
Bed & Breakfast
Heroin(n=97) 0.4(3.6) 1.2(5.9) 900.5 .46
Alcohol(n=104) O.O(O.O) O.O(O.O) 1291.5 1.00
Total (n=201) 0.2(2.6) 0.5(3.7) 4455.5 .62
Residential/
Rehab
Heroin(n=97) 1.2(5.8) O.O(O.O) 884.0 .29
Alcohol(n=104) 1.0(5.3) O.O(O.O) 1250.5 .25
Total (n=205) 1.1(5.6) O.O(O.O) 4321.5 .10
Prison/Remand
Heroin(n=97) O.O(O.O) O.O(O.O) - -
Alcohol(n=104) O.O(O.O) O.O(O.O) - -
Total (n=201) O.O(O.O) O.O(O.O) - -
Note: U=Mann Whitney statistic for means comparison, SD in parentheses
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Appendix K:
Checking assumptions of data for number of people in a social network
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Table K1 
Checking assumptions of data for number of people in a social network
Sex Z score 
Skewness Kurtosis
Shapiro
-Wilk
Levene’s
Total M a le 1 2 .5 5 * 2 0 .9 8 * .7 0 8 * 1 .796  (197 )
Fem ale 1 2 .5 2 * 2 7 .8 4 * .5 7 4 *
Non users M a le 1 5 .9 4 * 3 8 .3 9 * .6 7 9 * 2 .4 08  (19 7 )
Fem ale 2 2 .5 9 * 8 3 .6 7 * .3 2 5 *
Non users in M a le 1 4 .8 5 * 3 2 .5 6 * .6 2 4 * 11 .345
recovery (1 9 5 .3 2 )*
Fem ale 8 .7 9  * 1 0 .9 1 * .6 3 3 *
Current users M a le 1 3 .0 3 * 2 0 .0 7 * .6 1 9 * 1 0 .63 4
(1 9 5 .0 2 )*
Fem ale 5 .8 4 * 4 .2 0 * .7 1 2 *
Note: * p<.001, df are in parentheses
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Appendix L:
Checking assumptions of data for time spent with people in a social network
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Table L1
Checking assumptions of data for time spent with people in a social network
Sex Z score 
Skewness Kurtosis
Shapiro
-Wilk
Levene’s
Non users M ale 7 .3 1 * 1 5 .4 7 * .8 2 0 * 1 .4 23  (19 9 )
Fem ale 1 .49 2 .13 .8 7 8 *
Non users in M a le 0 .0 6 -3 .5 1 * .8 9 1 * .5 2 0  (19 8 )
recovery
Fem ale 1 .86 -1 .7 8 .8 3 3 *
Current users M ale 8 .0 9 * 4 .6 0 * .6 9 2 * .5 8 1  (19 7 )
Fem ale 6 .6 4 * 3 .8 9 * .5 5 4 *
Note: * p<.001, df are in parentheses
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Individual recovery group questions
T a b le  M l
Frequency of attending support group (Percentages)
S u bstan ce S e x N 1-2  tim es a  
w e e k
3 -4  tim es  
a  w e e k
5 o r m ore  
tim es a  
w e e k
S ign ificance
All M ale 93 26.9 41.9 31.2 U=1862.5
Fem ale 45 33.3 44.4 22.2 z=-1.117, r=-0.10
Total 138 29.0 42.8 28.3 p=.264
Alcohol M ale 54 35.2 40.7 24.1 U=853.5 .
Fem ale 32 34.4 40.6 25.0 z=-.100, r=-0.01
Total 86 34.9 40.7 24.4 p=.920
Heroin M ale 39 15.4 43.6 41.0 U=175.5
Fem ale 13 30.8 53.8 15.4 z=-1.784, r=-0.25
Total 52 19.2 46.2 34.6 P=.074
T a b le  M 2
Type of support group attended (Percentages)
S u bstan ce S e x N O nline F ace  to Both S ign ifican ce
F ace
All M ale 92 1.1 93.5 5.4 Fischer's Exact
Fem ale 45 2.2 91.1 6.7 p=0.622
Total 137 1.5 92.7 5.8
Alcohol M ale 54 1.9 94.4 3.7 Fischer's Exact
Fem ale 32 3.1 93.8 3.1 p=1.000
Total 86 2.3 94.2 3.5
H eroin M ale 38 0.0 92.1 7.9 Fischer's Exact
Fem ale 13 0 .0 84.6 15.4 p=0.591
Total 51 0 .0 90.2 9.8
A/ote.50% o f ce//s have an expected count o f/ess t/?an 5  so F/scAer's Exact test was used
Table M3
If a home group Is attended regularly (Percentages)
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S u b s tan ce S e x N Y e s No S ign ificance
A ll M a le 92 (76)82.6 (16)17.4
Fem ale 4 4 (25)56.8 (19)43.2 %(1)=10.359, p=.001
Total 136 101(74.3) (35)25.7
Alcohol M ale 54 (42)77.8 (12)22.2
Fem ale 32 (16)50.0 (16)50.0 %(1)=7.061, p=.008
Total 86 (58)67.4 (28)32.6
Heroin M ale 38 (34)89.5 (4)10.5
Fem ale 12 (9)75.0 (3)25.0 %(1)=1.587, p=.208
Total 50 (43)86.0 (7)14.0
A/ot exact 
T a b le  M 4
Type of meeting usually attended (Percentages)
S u b s tan ce S e x N Closed O pen Both Not
sure
S ign ificance
All M ale 93 (16)17.2 (69)74.2 (7)7.5 (1)1.1 Fischer's Exact
Fem ale 45 (11 )2 4 .4 (25 )5 5 .6 (8)17.8 (1)2.2 p=.105
Total 138 (27)19.6 (94)68.1 (15)10.9 (2)1.4
A lcohol M ale 54 (9)16.7 (41)75.9 (3)5.6 (1)1.9 Fischer's Exact
Fem ale 32 (9)28.1 (18)56.2 (4)12.5 (1)3.1 p = .244
Total 86 (18)20.9 (59)68.6 (7)8.1 (2)2.3
Heroin M a le 39 (7 )1 7 .9 (28)71.8 (4)10.3 - Fischer's Exact
Fem ale 13 (2)15.4 (7 )5 3 .8 (4)30.8 - p=.267
Total 52 (9)17.3 (35)67.3 (8)15.4 -
T a b le  M 5
Type of support group attended 2 (Percentages)
S u b s tan ce S e x N Discussion S p e a k e r Both S ign ificance
All M ale 93 (30)32.6 (42)45.7 (20)21.7
Fem ale 45 (15)33.3 (25)55.6 (5 )1 1 .1 X(2)=2.481, p=.289
Tota l 138 (25)18.2 (20)21.7 (5)11.1
Alcohol M ale 54 (19)35.2 (23)42.6 (12)22.2 Fischer's Exact
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Fem ale 32 (11 )3 4 .4 (1 8 )5 6 .2 (3 )9 .4 p = 1 .0 0 0
Total 86 (3 )3 4 .9 (4 1 )4 7 .7 (15 )1 7 .4
Heroin M a le 38 (11 )2 8 .9 (1 9 )5 0 .0 (8 )2 1 .1
Fem ale 13 (4 )3 0 .8 (7 )5 3 .8 (2 )1 5 .4 X (2 )= 2 .6 9 1 , p = .260
Total 51 (15 )2 9 .4 (2 6 )5 1 .0 (1 0 )1 9 .6
A/ote;50% ofce//s have an expected count of /ess t/?an 5 so F/sc/zer'e Exact test was used
Table M6 
Frequency of visiting a recovery clubhouse (Percentages)
Substance Sex N Never Rarely Some­
times
Freque
ntly
Significance
All M a le 91 (6 4 )7 0 .3 (1 1 )1 2 .1 (9 )9 .9 (7 )7 .7 U=1757.0
Fem ale 41 (32 )7 8 .0 (3 )7 .3 (0 )0 .0 (6 )1 4 .6 z=-0.678, r=-0.06
T ota l 132 (9 6 )7 2 .7 (1 4 )1 0 .7 (9 )6 .8 (13 )9 .8 p=.505
Alcohol M ale 54 (4 4 )8 1 .5 (4 )7 .4 (2 )3 .7 (4 )7 .4 U=175.5
Fem ale 30 (2 5 )8 3 .3 (2 )6 .7 (0 )0 .0 (3 )1 0 .0 z=-1.784, r=-0.02
Total 84 (6 9 )8 2 .1 (6 )7 .1 (2 )2 .4 (7 )8 .3 p=.939
Heroin M ale 37 (2 0 )5 4 .1 (7 )1 8 .9 (7 )1 8 .9 (3 )8 .1 U=200.0
Fem ale 11 (7 )6 3 .6 (1 )9 .1 (0 )0 .0 (3 )2 7 .3 z=-.095, r=-0.01
Total 48 (2 7 )5 6 .2 (8 )1 6 .7 (7 )1 4 .6 (6 )1 2 .5 p=.925
/Vote; A/ot su re  re fers  to t/70se w ho a n s w e re d  th ey  w ere  not su re  o f  the d /tfe ren ce  
b etw ee n  open  a n d  c /o sed  m eet/ng s
b) Participation
Table M7 
If respondent speaks at meetings (Percentages)
Substance Sex N Never Rarely Some­
times
Freque
ntly
Significance
All M a le 93 (2 )2 .2 (8 )8 .6 (3 3 )3 5 .5 (50 )5 3 .8 U=1728.0
Fem ale 4 4 (0 )0 .0 (7 )1 5 .9 (2 0 )4 5 .5 (17 )3 8 .6 z=-1.615, r=-0.14
Total 137 (2)1 .5 (1 5 )1 0 .9 (53 )3 8 .7 (67 )4 8 .9 p=.109
Alcohol M a le 54 (2 )3 .7 (3 )5 .6 (19 )3 5 .2 (3 0 )5 5 .6 U=639.5
Fem ale 31 (0 )0 .0 (5 )1 6 .1 (1 6 )5 1 .6 (10 )3 2 .3 z=-1.985, r=-0.22
Total 85 (2 )2 .4 (8 )9 .4 (35 )4 1 .2 (4 0 )4 7 .1 p=.049
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H eroin M ale 39 (0 )0 .0 (5 )1 2 .8 (1 4 )3 5 .9 (20 )5 1 .3  U=251.0
Female 13 (0 )0 .0 (2 )1 5 .4 (4 )3 0 .8 (7 )5 3 .8  z=-.058, r=-0.01
Total 52 (0 )0 .0 (7 )1 3 .5 (1 8 )4 .6 (2 7 )5 1 .9  P=.998
T a b le  M 8
If service work is performed at meetings (Percentages)
S u b s tan ce S e x N N e ve r R are ly S o m e ­
tim es
F req u e
ntly
S ign ificance
All M ale 92 (5 )5 .4 (8 )8 .7 (21 )2 .8 (5 8 )6 3 .0 U=1828.5
Female 43 (6 )1 4 .0 (3 )7 .0 (9 )2 0 .9 (2 5 )5 8 .1 z=-0.892, r=-0.07
Total 135 (11 )8 .1 (1 1 )8 .1 (3 0 )2 2 .2 (8 3 )6 1 .5 p=.420
Alcohol M ale 54 (4 )7 .4 (4 )7 .4 (11 )2 0 .4 (35 )6 4 .8 U=790.5
Female 31 (3 )9 .7 (1 )3 .2 (9 )2 9 .0 (1 8 )5 8 .1 z=-.492, r=-0.05
Total 85 (7 )8 .2 (5 )5 .9 (2 0 )2 3 .5 (53 )6 2 .4 p=.627
H eroin M ale 38 (1 )2 .6 (4)10.5 (1 0 )2 6 .3 (23)60.5 U=193
Female 12 (3 )2 5 .0 (2 )1 6 .7 (0 )0 .0 (7)58.3 z=-.904, r=-0.13
Total 50 (4 )8 .0 (6 )1 2 .0 (10 )2 0 .0 (30 )6 0 .0 p=.365
/ote; he/p/ng others to set up the room, readmg, oha/r/ng a meetmg, mak/ng the cottee,
Table M9
If voluntary service is carried out in the community (Percentages)
S u b s tan ce S e x N N e ve r Rare ly S o m e ­
tim es
Freq u e
ntly
S ign ificance
All M ale 92 (2 2 )2 3 .9 (6 )6 .5 (3 0 )3 2 .6 (34 )3 7 .0 U=1752.0
Female 4 4 (15 )3 4 .1 (6 )1 3 .6 (9 )2 0 .5 (14)31.8 z=-1.325, r=-0.11
Total 136 (37 )2 7 .2 (1 2 )8 .8 (39 )2 8 .7 (4 8 )3 5 .3 p=.187
Alcohol M ale 54 (15 )2 7 .8 (2 )3 .7 (16 )2 9 .6 (21 )3 8 .9 U=632.5
Female 31 (13)41.9 (5 )1 6 .1 (6 )1 9 .4 (7 )2 2 .6 z=-1.961, r=-0.21
Total 85 (28 )3 2 .9 (7 )8 .2 (2 2 )2 5 .9 (2 8 )3 2 .9 p=.051
Heroin M ale 38 (7 )1 8 .4 (4 )1 0 .5 (14 )3 6 .8 (13)34.2 U=203.5
Female 13 (2 )1 5 .4 (1 )7 .7 (3 )2 3 .1 (7 )5 3 .8 z=-.993, r=-0.14
Total 51 (9)17.6 (5 )9 .8 (1 7 )3 3 .3 (2 0 )3 9 .2 p=.318
Note: helping others to set up the room, reading, chairing a meeting, making the coffee, 
cleaning up
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c) Socialising
Table M10 
Frequency of socialising before and/or after meetings (Percentages)
Substance Sex N Never Rarely Some­
times
Freque
ntly
Significance
All M ale 92 (2 )2 .2 (13 )1 4 .1 (3 2 )3 4 .8 (4 5 )4 8 .9 U=1594.0
Female 43 (7 )1 6 .3 (3 )7 .0 (1 9 )4 4 .2 (1 4 )3 2 .6 z=-1.9S2, r=-0.19
Total 135 (9 )6 .7 (16 )1 1 .9 (5 1 )3 7 .8 (5 9 )4 3 .7 p=.051
Alcohol M ale 54 (2 )3 .7 (8 )1 4 .8 (1 8 )3 3 .3 (2 6 )4 8 .1 U=681.0
Female 31 (6 )1 9 .4 (3 )9 .7 (1 4 )4 5 .2 (8 )2 5 .8 z=-2.132, r=-0.23
Total 85 (8 )9 .4 (11 )1 2 .9 (3 2 )3 7 .6 (34 )4 0 .0 p=.035
Heroin M ale 38 (0 )0 .0 (5 )1 3 .2 (1 4 )3 6 .8 (1 9 )5 0 .0 U=225.0
Female 12 (1 )8 .3 (0 )0 .0 (5 )4 1 .7 (6 )5 0 .0 z=-.075, r=-0.01
Total 50 (1 )2 .0 (5 )1 0 .0 (19 )3 8 .0 (25 )5 0 .0 p=.993
Note: helping others to set up the room, reading, chairing a meeting, making the coffee, 
cleaning up
Table M11 
Frequency of attending social events (Percentages)
Substance Sex N Never Rarely Some­
times
Freque
ntly
Significance
All M ale 92 (5 )1 1 .6 (10 )2 3 .3 (1 8 )4 1 .9 (1 0 )2 3 .3 U=1836.0
Female 43 (8 )8 .7 (20 )2 1 .7 (3 8 )4 1 .3 (2 6 )2 8 .3 z=-1.708, r=-0.06
Total 135 (13 )9 .6 (3 0 )2 2 .2 (5 6 )4 1 .5 (3 6 )2 6 .7 p=.490
Alcohol M ale 54 (5 )9 .3 (12 )2 2 .2 (2 2 )4 0 .7 (1 5 )2 7 .8 U=829
Female 31 (2 )6 .5 (8 )2 5 .8 (1 3 )4 1 .9 (8 )2 5 .8 z=-.077, r=-0.01
Total 85 (7 )8 .2 (2 0 )2 3 .5 (35 )4 1 .2 (27 .1 ) p=.931
Heroin M ale 38 (3 )7 .9 (8 )2 1 .1 (16 )4 2 .1 (1 1 )2 8 .9 U=178.5
Female 12 (3 )2 5 .0 (2 )1 6 .7 (5 )4 1 .7 (2 )1 6 .7 z=-1.186, r=-0.17
Total 50 (6 )1 2 .0 (1 0 )2 0 .0 (21 )4 2 .0 (1 3 )2 6 .0 p=.236
Note: helping others to set up the room, reading, chairing a meeting, making the coffee, 
cleaning up
d)Sponsorshlp
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Table M12 
Percentage of respondents with a sponsor
Substance Sex N Yes No Significance
All M ale 92 (61 )6 6 .3 (31 )3 3 .7
Female 43 (2 4 )5 5 .8 (19 )4 4 .2 % (1)=1.383, p = .240
Total 135 (8 5 )6 3 .0 (5 0 )3 7 .0
Alcohol M ale 54 (34)63.0 (20 )3 7 .0
Female 31 (1 6 )5 1 .6 (15 )4 8 .4 % (1)=1.047, p= .363
Total 85 (50 )5 8 .8 (3 5 )4 1 .2
Heroin M ale 38 (2 7 )7 1 .1 (11 )2 8 .9
Female 12 (8 )7 0 .0 (4 )3 3 .3 X(1)=0.B4, p=1.00
Total 50 (3 5 )7 0 .0 (15 )3 0 .0
/ote. 50% of ce//s have an expected count of/ess than 5 so F/scher's Exact test was used
T a b le  M 1 3
Frequency of contact with a sponsor (Percentages)
Substance Sex N Once 2 -3 4+ Other Significance
All M ale 61 (1 9 )3 1 .1 (1 9 )3 1 .1 (1 6 )2 6 .2 (7 )1 1 .5 U=631.5
Female 23 (8 )3 4 .8 (9 )3 9 .1 (4 )1 7 .4 (2 )8 .7 z=-.734, r=-0.08
Total 84 (27 )3 2 .1 (2 8 )3 3 .3 (2 0 )2 3 .8 (9 )1 0 .7 p=.476
Alcohol M ale 34 (1 1 )3 2 .4 (1 1 )3 2 .4 (8 )2 3 .5 (4)11.8 U=216.0
Female 15 (6 )4 0 .0 (6)40.0 (2 )1 3 .3 (1 )6 .7 z=-.888, r=-0.12
Total 49 (17 )3 4 .7 (17 )3 4 .7 (1 0 )2 0 .4 (5 )1 0 .2 p=.397
Heroin M ale 27 (8 )2 9 .6 (8 )2 9 .6 (8 )2 9 .6 (3)11.1 U=1068.5
Female 8 (2 )2 5 .0 (3 )3 7 .5 (2)25.0 (1)12.5 z—-0.61, r=-0.01
Total 35 (10 )2 8 .6 (11 )3 1 .4 (1 0 )2 8 .6 (4)11.4 p=.1.000
r. Based on all those with a sponsor
Table M14
Percentage sponsoring others
Substance Sex N Yes No Significance
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All Male 91 (3 5 )3 8 .5 (5 6 )6 1 .5
Female 42 (1 5 )3 5 .7 (2 7 )6 4 .3 X ( l)= 0 .9 2 , p= .848
Total 133 (5 0 )3 7 .6 (8 3 )6 2 .4
Alcohol Male 53 (2 1 )3 9 .6 (3 2 )6 0 .4
Female 29 (9 )3 1 .0 (2 0 )6 9 .0 X ( l)= .5 9 6 , p = .481
Total 82 (3 0 )3 6 .6 (5 2 )6 3 .4
Heroin Male 38 (1 4 )3 6 .8 (2 4 )6 3 .2
Female 13 (6 )4 6 .2 (7 )5 3 .8 X ( l)= 0 .3 5 2 , p= .743
Total 51 (2 0 )3 9 .2 (3 1 )6 0 .8
A/ote;50% ofce//s  have an expected count o f/ess than 5  so F/scher's Exact test was used  
T a b le  M 15  
Number of times a week contact with person being sponsored (Percentages)
Substance Sex N Once 2-3 4+ Other Significance
All Male 35 (1 7 )4 8 .6 (1 3 )2 6 .5 (4 )1 1 .4 (1 )2 .9 U=187.0
Female 14 (4 )8 .2 (6 )1 2 .2 (4 )2 8 .6 (0 )0 .0 z=-1.38S, r=-0.20
Total 49 (2 1 )4 2 .9 (19 )3 8 .8 (8 )1 6 .3 (1 )2 .0 p=.181
Alcohol Male 21 (1 0 )4 7 .6 (6 )2 8 .6 (4 )1 9 .0 (1 )4 .8 U=78.0
Female 8 (3 )37 .5 (3 )3 7 .5 (2 )2 5 .0 (0 )0 .0 z=-.313, r=-0.06
Total 29 (1 3 )4 4 .8 (9 )3 1 .0 (6 )2 0 .7 (1 )3 .4 p=.779
Heroin Male 14 (7 )5 0 .0 (7 )5 0 .0 (0 )0 .0 - U=1068.5
Female 6 (1 )1 6 .7 (3 )5 0 .0 (2 )3 3 .3 - z=-0.61, r=-0.01
Total 20 (8 )4 0 .0 (1 0 )5 0 .0 (2 )1 0 .0 - p=.1.000
Note: Based on all those who are sponsoring others
e) Support (for self and to others)
T a b le  M 16  
Number of people who would call if respondent did not make a home group meeting 
(Percentages)
Substance Sex N None 1 2-4 5 + Significance
All Male 35 (2 )2 .6 (1 )1 .3 (3 3 )4 3 .4 (40 )5 2 .6 U=796.5
Female 14 (0 )0 .0 (0 )0 .0 (1 5 )6 2 .5 (9 )3 7 .5 z=-1.061, r=-0.01
Total 100 (2 )2 .0 (1 )1 .0 (4 8 )4 8 .0 (4 9 )4 9 .0 p=.323
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Alcohol M ale 42 2 (4 .8 ) (1 )2 .4 (2 1 )5 0 .0 (18 )4 2 .9 U=300.0
Fem ale 15 (0 )0 .0 (0 )0 .0 (1 0 )6 6 .7 (5 )3 3 .3 z=-.309, r=-0.04
Total 57 (2 )3 .5 (1 )1 .8 (3 1 )5 4 .4 (23 )4 0 .4 p=.773
Heroin M a le 34 (0 )0 .0 (0 )0 .0 (12 )3 5 .3 (2 2 )6 4 .7 U=122.0
Female 9 (0 )0 .0 (0 )0 .0 (5 )5 5 .6 (4 )4 4 .4 z=-1.903, r=-0.29
Tota l 43 (0 )0 .0 (0)0.0 (17 )3 9 .5 (2 6 )6 0 .5 p=.445
A/ote; B a s e d  on a // those w ho a tte n d  a h om e group
M 1 7
S u b stan ce S e x N N one 1-5 6 -9 10+ S ign ificance
All M ale 90 (2 )2 .2 (1 2 )1 3 .3 (8 )8 .9 (6 8 )7 5 .6 U=1696
Fem ale 43 (2 )4 .7 (7 )1 6 .3 (7 )1 6 .3 (2 7 )6 2 .8 z=_i.447, r=-0.13
Total 133 (4 )3 .0 (1 9 )1 4 .3 (15 )1 1 .3 (95 )7 1 .4 p=.150
Alcohol M a le 54 (2 )3 .7 (1 0 )1 8 .5 (6 )1 1 .1 (3 6 )6 6 .7 U=745.0
Fem ale 30 (1)3 .3 (6 )2 0 .0 (6 )2 0 .0 (1 7 )5 6 .7 z=-.706, r=-0.08
Total 84 (3 )3 .6 (16 )1 9 .0 (12 )1 4 .3 (5 3 )6 3 .1 p=.496
Heroin M a le 36 (0 )0 .0 (2 )5 .6 (2 )5 .6 (3 2 )8 8 .9 U=204.0
Fem ale 13 (1)7.7 (1)7.7 (1 )7 .7 (1 0 )7 6 .9 z=-1.117,r=-0.16
Tota l 4 9 (1 )2 .0 (3 )6 .1 (3 )6 .1 (4 2 )8 5 .7 p=.240
Note: B ased on all thos e w ho attend  a hom e group
T a b le  M 1 8
Frequency of encouraging family members to participate in recovery events
(Percentages)
S u b s tan ce S e x N N e ve r R arely S o m e Freq u e Sign ificance
tim es ntly
All M a le 90 (36 )3 9 .1 (23 )2 5 .0 (1 9 )2 0 .7 (1 4 )1 5 .2 U=1953
Fem ale 43 (16 )3 6 .4 (10)22.7 (12 )2 7 .3 (12 )2 7 .3 z=-.345, r=-0.03
Tota l 133 (52 )3 8 .2 (33 )2 4 .3 (31 )2 2 .8 (2 0 )1 4 .7 p=.734
Alcohol M a le 54 (19 )3 5 .2 (1 2 )2 2 .2 (1 3 )2 4 .1 (1 0 )1 8 .5 U=807
Fem ale 31 (9 )2 9 .0 (9 )2 9 .0 (7 )2 2 .6 (6 )1 9 .4 z=-.284, r=-0.03
Tota l 85 (28 )3 2 .9 (2 1 )2 4 .7 (20 )2 3 .5 (1 6 )1 8 .8 p=.783
Heroin M a le 38 (17 )4 4 .7 (11)28.9 (6 )1 5 .8 (4)10.5 U=237.0
Fem ale 13 (7 )5 3 .8 (1 )7 .7 (5 )3 8 .5 (0)0.0 z=-.231, r=-0.03
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Total 51  (24 )4 7 .1  (12 )2 3 .5  (1 1 )2 1 .6 (4 )7 .8 p=.82S
Table M19 
Frequency of carrying a message of hope to other in need of recovery (Percentages)
Substance Sex N Never Rarely Some
times
Freque
ntly
Significance
All M ale 92 (9 )9 .8 (6 )6 .5 (1 7 )1 8 .5 (60 )6 5 .2 U=1800
Female 4 1 (4 )9 .8 (1 )2 .4 (1 2 )2 9 .3 (2 4 )5 8 .5 z=-.4S8, r=-0.04
Total 133 (13 )9 .8 (7 )5 .3 (29 )2 1 .8 (84 )6 3 .2 p=.621
Alcohol M ale 54 (8 )1 4 .8 (2 )3 .7 (5 )9 .3 (39 )7 2 .2 U=763.5
Female 29 (2 )6 .9 (0 )0 .0 (8 )2 7 .6 (1 9 )6 5 .5 z=-.230, r=-0.03
Total 83 (10 )1 2 .0 (2 )2 .4 (13 )1 5 .7 (5 8 )6 9 .9 p=.809
Heroin M ale 38 (1 )2 .6 (4 )1 0 .5 (1 2 )3 1 .6 (2 1 )5 5 .3 U=185.0
Female 12 (2 )1 6 .7 (1 )8 .3 (4 )3 3 .3 (5 )4 1 .7 z=-1.062, r=-0.15
Total 50 (3 )6 .0 (5 )1 0 .0 (16 )3 2 .0 (26 )5 2 .0 p=.300
Table M20
Frequency of acknowledging recovery status to others who are not in recovery
(Percentages)
Substance Sex N Never Rarely Some
times
Freque
ntly
Significance
All Male 92 (1 0 )1 0 .9 (1 5 )1 6 .3 (28 )3 0 .4 (3 9 )4 2 .4 U=1828.5
Female 44 (5 )1 1 .4 (4 )9 .1 (2 4 )5 4 .5 (11 )2 5 .0 z=-..964, r=-0.08
Total 136 (15 )1 1 .0 (1 9 )1 4 .0 (52)38.2 (50 )3 6 .8 p=.342
Alcohol Male 54 (7 )1 3 .0 (7 )1 3 .0 (13 )2 4 .1 (27 )5 0 .0 U=714.5
Female 31 (3 )9 .7 (3 )9 .7 (17 )5 4 .8 (8 )2 5 .8 Z=-1.190, r=-0.13
Total 85 (1 0 )1 1 .8 (10 )1 1 .8 (3 0 )3 5 .3 (35 )4 1 .2 p=.242
Heroin M ale 38 (3 )7 .9 (8 )2 1 .1 (15 )3 9 .5 (1 2 )3 1 .6 U=235.5
Female 13 (2 )1 5 .4 (1 )7 .7 (7 )5 3 .8 (3 )2 3 .1 z=-.264, r=-0.04
Total 51 (5 )9 .8 (9 )1 7 .6 (2 2 )4 3 .1 (15 )2 9 .4 p=.800
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f) other
Table M21
Success in 
t'FercenfageSy)
detaching from prior substance focused relationships and places
Substance Sex N P oor Making Excellent Significance
progress
All M ale 44 (4 )4 .4 (23 )2 5 .6 (6 3 )7 0 .0 U = 1 8 86 .0
Female 90 (0 )0 .0 (1 6 )3 6 .4 (2 8 )6 3 .6 z=-.547, r=-0.04
Total 134 (4 )3 .0 (3 9 )2 9 .1 (9 1 )6 7 .9 p=.588
Alcohol M ale 52 (0 )0 .0 (11 )2 1 .2 (4 1 )7 8 .8 U = 690.5
Female 31 (0 )0 .0 (1 1 )3 5 .5 (2 0 )6 4 .5 z= -1 .4 2 2 , r= -0 .16
Total 83 ( 0 )0 .0 (22 )2 6 .5 (6 1 )7 3 .5 p=.200
Heroin M ale 38 (4 )1 0 .5 (1 2 )3 1 .6 (2 2 )5 7 .9 U = 228 .0
Female 13 (0 )0 .0 (5 )3 8 .5 (8 )6 1 .5 z=-.471, r=-0.07
Total 51 (4 )7 .8 (17 )3 3 .3 (3 0 )5 8 .8 p=.665
A/ote;50% of ce//s have an expected count of /ess than 5 so F/scheds Exact test was used
Table M22
Frequency of reading recovery support literature (Percentages)
Substance Sex N Never Rarely Some
times
Freque
ntly
Significance
All M ale 91 (9)9.9 (8 )8 .8 (26 )2 8 .6 (48)52.7 U=1732.0
Female 43 (6 )1 4 .0 (2 )4 .7 (1 8 )4 1 .9 (17)39.5 z=-.1.161, r=-0.10
Total 134 (1 5 )1 1 .2 (1 0 )7 .5 (4 4 )3 2 .8 (6 5 )4 8 .5 p=.241
Alcohol M ale 54 (6 )1 1 .1 (6 )1 1 .1 (16 )2 9 .6 (2 6 )4 8 .1 U=783
Female 30 (4 )1 3 .3 (2 )6 .7 (11 )3 6 .7 (13 )4 3 .3 Z=-.271, r=-0.03
Total 84 (10 )1 1 .9 (8 )9 .5 (27 )3 2 .1 (3 9 )4 6 .4 p=.793
Heroin M ale 37 (3 )8 .1 (2 )5 .4 (1 0 )2 7 .0 (2 2 )5 9 .5 U=177.0
Female 13 (2 )1 5 .4 (0 )0 .0 (7 )5 3 .8 (4 )3 0 .8 z=-.1.552, r=-0.22
Total 50 (5 )1 0 .0 (2 )4 .0 (1 7 )3 4 .0 (2 6 )5 2 .0 p=.121
Table M23
Frequency of carrying an object to remind self of commitment to recovery 
(Percentages)
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Substance Sex N Never Rarely Some Freque Significance
times ntly
Ail M ale 91 (3 2 )3 5 .2 (1 )1 .1 (1 1 )1 2 .1 (4 7 )5 1 .6 U=1951.0
Female 44 (1 6 )3 6 .4 (1 )2 .3 (2 )4 .5 (2 5 )5 6 .8 z=-..267, r=-0.02
Total 135 (4 8 )3 5 .6 (2 )1 .5 (13 )9 .6 (7 2 )5 3 .3 p=.789
Alcohol M ale 54 (2 2 )4 0 .7 (1 )1 .9 (7 )1 3 .0 (2 4 )4 4 .4 U=810
Female 31 (1 3 )4 1 .9 (1 )3 .2 (1 )3 .2 (1 6 )5 1 .6 Z=-.271, r=-0.03
Total 85 (3 5 )4 1 .2 (2 )2 .4 (8 )9 .4 (40 )4 7 .1 p=.768
Heroin M ale 37 (1 0 )2 7 .0 (0 )0 .0 (4 )1 0 .8 (23 )6 2 .2 U=224.5
Female 13 (3 )2 3 .1 (0 )0 .0 (1 )7 .7 (9 )6 9 .2 z=-.417, r=-0.06
Total 50 (1 3 )2 6 .0 (0 )0 .0 (5 )1 0 .0 (32 )6 4 .0 p=.724
Table M24
Frequency of applying recovery steps to my daily life (Percentages)
Substance Sex N Never Rarely Some Freque Significance
times ntly
All M ale 91 (4 )4 .4 (4 )4 .4 (14 )1 5 .4 (6 9 )7 5 .8 U=1737.0
Female 43 (4)9 .3 (2 )4 .7 (9 )2 0 .9 (2 8 )6 5 .1 z=-.1.334, r=-0.12
Total 134 (8 )6 .0 (6 )4 .5 (23 )1 7 .2 (97 )7 2 .4 p=.189
Alcohol M ale 54 (3 )5 .6 (3 )5 .6 (5 )9 .3 (4 3 )7 9 .6 U=687.5
Female 31 (4 )1 2 .9 (1 )3 .2 (7 )2 2 .6 (1 9 )6 1 .3 Z=-.1.750, r=-0.19
Total 85 (7 )8 .2 (4 )4 .7 (1 2 )1 4 .1 (6 2 )7 2 .9 p=.086
Heroin M ale 37 (1 )2 .7 (1 )2 .7 (9 )2 4 .3 (2 6 )7 0 .3 U=213.5
Female 12 (0 )0 .0 (1 )8 .3 (2 )1 6 .7 (9 )7 5 .0 z=-.250, r=-0.04
Total 4 9 (1 )2 .0 (2 )4 .1 (11 )2 2 .4 (35 )7 1 .4 p=.848
Table M25
Ifcurrentiy working on a specific recovery step (Percentages)
Substance Sex N Yes No Significance
All M ale 93 (3 9 )4 1 .9 (5 4 )5 8 .1 X(1)=-942. p=.322
Female 45 (1 5 )3 3 .3 (3 0 )6 6 .7
Total 138 (5 4 )3 9 .1 (8 4 )6 0 .9
Alcohol M ale 54 (1 7 )3 1 .5 (3 7 )6 8 .5
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Fem ale 32 (11 )3 4 .4 (21 )6 5 .6 X(1)=.077, p=.782
Tota l 86 (28 )3 2 .6 (5 8 )6 7 .4
H e ro in  M a le 39 (22 )5 6 .4 (17 )4 3 .6
Fem ale 13 (4 )3 0 .8 (9 )6 9 .2 %(1)=2.564,
p = .1 0 9
Total 52 (26 )5 0 .0 (2 6 )5 0 .0
T a b le  M 2 6
Frequency of using daily rituals to strengthen recovery (Percentages)
S u b stan ce S ex N N ever R are ly S o m e
tim es
F req u e
ntly
S ign ificance
All M a le 92 (1 0 )1 0 .9 (9 )9 .8 (1 4 )1 5 .2 (59 )6 4 .1 U=1847.0
Fem ale 44 (3 )6 .8 (1 )2 .3 (9 )2 0 .5 (3 1 )7 0 .5 z=-.981, r=-0.08
Total 136 (13 )9 .6 (1 0 )7 .4 (2 3 )1 6 .9 (9 0 )6 6 .2 p=..331
Alcohol M ale 54 (6 )1 1 .1 (6 )1 1 .1 (4 )7 .4 (38 )7 0 .4 U=837.0
Fem ale 31 (3 )9 .7 (1 )3 .2 (6 )1 9 .4 (2 1 )6 7 .7 Z=-.000, r=-0.00
Total 85 (9 )1 0 .6 (7 )8 .2 (1 0 )1 1 .8 (5 9 )6 9 .4 p=1.000
Heroin M ale 38 (4 )1 0 .5 (3 )7 .9 (10 )2 6 .3 (21 )5 5 .3 U=183.0
Fem ale 13 (0 )0 .0 (0 )0 .0 (3 )2 3 .1 (10 )7 6 .9 z=-1.588, r=-0.22
Total 51 (4 )7 .8 (3 )5 .9 (13 )2 5 .5 (31 )6 0 .8 p=.126
Note: such as mediation or prayer
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T a b k s N I
Distribution of total recovery group participation scores
S e x Z  score S hapiro L e v e n e ’s
S ke w n e ss  Kurtosis - V W k
M ale -2 .7 5  -0 .5 8 ^ 4 1 * .213  (136)
Fem ale -Œ 94 -Œ 73 T 5 8 *
N ote: * p < .00 1 , d f are  in p aren th eses
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Quality of Life Individual Scores 
Table 01
Physical health domain scores
Domain One Sex N Mean (SD) Significance
To what extent do you feel M ale 137 4.04(1.18) U=4354.0
That physical pain prevents Fem ale 68 3.96(1.10) z=-.812, r=-0.06
You from doing what you Tota l 205 4.01(1.15) p=.418
need to
How much do you need M ale 137 3.57(1.40) U=4167.0
any
Medical treatment to Fem ale 68 3.84(1.30) z=-1.289, r=-0.09
Function in your daily life Total 205 3.66(1.37) p=.198
Do you have enough M ale 137 3.77(1.06) U=3702.5
energy
For everyday life Fem ale 68 3.41(0.97) z=-2.521, r=-0.18
Tota l 205 3.65(1.04) p=.011
How well are you able to M a le 137 4.03(1.06) U=4657.0
Get around Fem ale 68 4.06(0.98) z=-.003, r=-0.00
Total 205 4.04(1.03) p=.999
How satisfied are you with M ale 137 3.40(1.27) U=4067.0
Your sleep Fem ale 68 3.13(1.24) z=-1.519, r=-0.11
Total 205 p=.129
How satisfied are you with M a le 137 3.77(1.06) U=4282.0
Your ability to perform your Fem ale 68 3.63(1.04) z=-.986, r=-0.07
Daily living activities Total 205 3.31(1.26) p=.326
How satisfied are you with M a le 137 3.05(1.43) U=4625.0
Your capacity to work Fem ale 68 3.07(1.33) z=-.084, r=-0.00
Total 205 3.06(1.39) p=.934
Note: SD are in parentheses 
Table 02 
Psychological health domain scores
330
Major Research Project
Domain Two Sex N Mean (SD) Significance
How much do you enjoy life M ale 137 3.74(1.04) U=4177.0
Female 68 3.56(1.01) z=-1.257, r=-0.09
Total 205 3.68(1.03) p=.210
To what extent do you think M ale 136 3.85(1.04) U=4091.5
Your life is meaningful Female 68 3.63(1.06) z=-1.398, r=-0.10
Total 204 3.77(1.05) p=.162
How well are you able to M ale 137 3.28(0.94) U=4362.0
concentrate Female 68 3.13(0.98) z=-.784, r=-0.05
Total 205 3.23(0.95) p=.434
Are you able to accept your M ale 137 3.85(1.14) U=3606.5
Bodily appearance Female 68 3.34(1.29) z=-2.736, r=-0.19
Total 205 3.68(1.21) p=.006
How satisfied are you with M ale 137 3.62(1.12) U=4083.5
yourself Female 68 3.34(1.25) z=-1.489, r=-0.10
Total 205 3.53(1.17) p=.137
How often do you have M ale 137 2.57(0.97) U=4221.5
Negative feelings such as Female 68 2.69(0.90) z=-1.174, r=-0.08
Blue mood, despair, Total 205 2.61(0.95) p=.241
anxiety
Table 03
Social quality of life domain scores
Domain Three Sex N Mean (SD) Significance
How satisfied are you with M ale 137 3.39(1.24) U=4306.0
Your personal relationships Female 68 3.22(1.26) z=-.906, r=-0.06
Total 205 3.34(1.25) p=.367
How satisfied are you with M ale 137 2.96(1.44) U=3793.5
Sex life Female 68 2.50(1.31) z=-2.218, r=-0.15
Total 205 2.81(1.41) p=.026
How satisfied are you with M ale 137 3.85(1.13) U=4526.0
331
Major Research Project
Support you get from your 
friends
Fem ale
Total
68
205
3.76(1.22)
3.82(1.16)
z=-.347 r=-0.02 
p=.730
Table 0 4
Environmental health domain scores
Domain Four Sex N Mean (SD) Significance
How safe do you feel in 
your
M ale 137 3.68(1.08) U=39755
Daily life Fem ale 68 3.49(0.86) z=-1.805, r=-0.13
Total 205 3.61(1.01) p=.071
How healthy is your 
physical
M ale 137 3.72(1X31) U=3978.0
environment Female 68 3.50(0.86) z=-1.787, r=-0.12
Total 205 3.65(0.97) P-.074
Have you enough money to M ale 137 3.14(1.35) U=4163
Meet your needs Fem ale 68 2.90(1.32) z=-1.275, r=-0.09
Total 205 3.06(1.34) p=.203
How available is the M a le 137 3.80(0.92) U=4434.5
Information that you need Fem ale 67 3.70(1.04) z=-.413, r=-0.03
In your day to day life Total 204 3.76(0.96) p=.682
To what extent do you 
have
M a le 137 3.45(1.07) U=4008.5
The opportunity for Fem ale 68 3.19(1.07) z=-1.682, r=-0.12
Leisure activities Total 205 3.37(1.07) p=.093
How satisfied are you with M a le 137 3.75(1.21) U=4472.5
The living conditions of 
your
Fem ale 68 3.68(1.20) z=-.481, r=-0.03
Living place Tota l 205 3.73(1.20) p=.632
How satisfied are you with M a le 137 3.91(0.96) U=4365.0
Your access to health Fem ale 68 3.72(1.20) z=-.770, r=-0.05
services Total 205 3.85(1.04) p=.443
How satisfied are you with M ale 137 3.70(1.10) U=4604.5
Your transport Fem ale 68 3.68(1.25) z=-.139, r=-0.00
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Total 205 3.70(1.15) p=.890
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Table P1 
Checking assumptions of the quality of iife domain scores
Sex Zscore 
Skewness Kurtosis
Shapiro
-Wilk
Levene’s
Physical M ale -2.07 -2.23 .937* 4.384 (152 .4 )*
Female -1.96 -0.41 .948*
Psychological M ale -2.40 -0.27 .692* .525 (203)
Female -1.03 -1.55 .928*
Social M ale -2.07 -1.33 .950* 0.16 (203)
Female -1.18 -1.49 .937*
Environment M ale -3 .34 * -0.53 .951* .206 (20 3 )*
Female -1.24 -0.72 .967*
Note: * p<.001, df are in parentheses
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Table Q1
Distribution of scores on overali physical health
Sex Z score Shapiro Levene’s
Skewness Kurtosis -Wilk
Total M ale
Female
4 .7 3 * 0.92  
1.42 0.55
.902*
.959*
.905 (1)
Note: * p<.001, df are in parentheses
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Table R1
Individual Physical Health Scores
Health Sex N Mean
(SD)
Significance
Poor appetite M ale 136 0.95(1.21) U=4196.0
Female 68 1.10(1.16) z=-1.154, r=-0.08
Total 204 1.00(1.19) p=.249
Tiredness/ M ale 136 1.66(1.08) U=3794.0
Fatigue Female 68 1.99(0.95) z=-2.219, r=-0.16
Total 204 1.77(1.05) p=.026
Nausea M ale 135 0.67(1.07) U=4253.0
Female 68 0.74(0.94) z=-.980, r=-0.07
Total 203 0.69(1.02) p=.328
Stomach pains M ale 135 0.76(1.11) 0=4173.0
Female 68 0.88(1.03) z=-1.181, r=-0.08
Total 203 0.80(1.09) p=.239
Difficulty M ale 135 0.97(1.27) 0=4564.0
breathing Female 68 0.93(1.11) z=-.073, r=-0.01
Total 203 0.96(1.22) p=.943
Chest pains M ale 135 0.76(1.12) 0=4105.0
Female 68 0.50(0.82) z=-1.425, r=-0.10
Total 203 0.67(1.04) p=.155
Joint/bone M ale 135 1.19(1.37) 0=3950.0
pains
Female 67 1.54(1.48) z=-1.551, r=-0.11
Total 203 1.30(1.42) p=.122
Muscle pain M ale 135 1.19(1.31) 0=4221.5
Female 67 1.36(1.37) z=-.809, r=-0.06
Total 202 1.24(1.33) p=.420
Numbness/ M ale 135 0.91(1.27) 0=4266.5
tingling Female 68 1.07(1.30) z=-.902, r=-0.08
Total 203 0.97(1.28) p=.369
T remors M ale 135 0.60(1.05) 0=4162.5
/shakes
Female 68 0.76(1.11) z=-1.298, r=-0.09
Total 203 0.66(1.07) p=.195
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Table S1
Checking assumptions of psychologicai heaith scores
Sex Z score 
Skewness Kurtosis
Shapiro
-Wilk
Levene’s
Anxiety M ale 3 .7 1* 0.06 .928* 0.70 (1)
Female 1.86 0.19 .955*
Depression M ale 4 .0 9 * 0.45 .888* .010 (1)
Female 2.24 0.21 .924*
Note: * p<.001, df are in parentheses
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Table T1
Overall psychological health scores
Psychological Sex N Mean
(SD)
Significance
Anxiety
Feeling tense M ale 137 1.53(1.01) U=3576.5
Female 68 1.99(1.10) z=-2.825, r=-0.20
Total 205 1.68(1.06) p=.005
Suddenly M ale 137 1.04(1.11) U=4138.0
scared
Female 68 1.28(1.21) z=-1.369, r=-0.10
Total 205 1.11(1.14) p=.172
Fearful M ale 137 1.23(1.09) U=4031.0
Female 68 1.53(1.23) z=-1.625, r=-0.11
Total 205 1.33(1.14) p=.104
Nervousness/ M ale 137 1.12(1.09) U=4006.0
Shakiness Female 68 1.43(1.21) z=-1.704, r=-0.12
inside
Total 205 1.22(1.14) p=.089
Tremor/Panic M ale 137 0.88(1.11) U=4455.0
Female 68 0.97(1.16) z=-.550, r=-0.04
Total 205 0.91(1.12) p=.584
Depression
Hopelessness M ale 136 0.96(1.12) 0=4511.0
Female 68 1.01(1.14) z=-.304, r=-0.02
Total 204 0.98(1.12) p=.764
Worthlessness M ale 137 0.96(1.12) 0=4037.5
Female 68 1.18(1.15) z=-1.653, r=-0.12
Total 205 1.00(1.10) p=.099
No interest in M ale 137 0.97(1.01) 0=4275.5
things Female 68 1.16(1.15) z=-1.016, r=-0.07
Total 205 1.03(1.06) p=.311
Lonely M ale 137 1.22(1.16) 0=3833.0
Female 68 1.60(1.19) z=-2.151, r=-0.15
Total 205 1.34(1.18) p=.031
Thoughts of M ale 137 0.42(0.86) U=4441.5
ending your life Female 68 0.43(0.72) z=-0.687, r=-0.05
Total 205 0.42(0.81) p=.492
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Table U1
Checking assumptions of Self esteem and self efficacy scores
Sex Z score 
Skewness Kurtosis
Shapiro
-W ilk
Levene’s
Self Esteem M a le -3.72* -0 .5 0 .933* 1.357 (1)
Fem ale -L75 -1.26 .934*
Self Efficacy M a le -0.92 -0 .8 7 ^82 4.015 (1)
Fem ale -L84 -0 .7 1 ^55*
Note: * p<.001, df are in parentheses
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Table V1
Individual self esteem scores
Self Esteem item Sex N Mean (SD) Significance
You have much 
to be proud of
M ale
Fem ale
Total
137
67
204
3.85(1.16)
3.75(1.27)
3.82(1.20)
U=4483.0 
z=-.281, r=-0.02 
p=.781
You feel like a 
failure
M ale
Fem ale
Total
137
67
204
4.04(1.25)
3.81(1.34)
3.96(1.28)
U=4153.5 
z=-1.192, r=-0.08 
p=J35
You wish you had 
more respect for 
Yourself*
M ale
Fem ale
Total
137
67
204
3.35(1.43)
2.99(1.53)
3.23(1.47)
U=966.5 
z=-1.614, r=-0.11
p=.107
You feel you are 
basically no good*
M ale
Fem ale
Total
136
67
203
4.13(1.20)
4.04(1.25)
4.10(1.22)
U=4376.5 
z=-.505, r=-0.04 
p=.615
In general you 
are satisfied
With yourself*
M ale
Fem ale
Total
136
67
203
3.60(1.32)
3.49(1.28)
3.57(1.30)
U=4304.5 
z=-.659, r=-0.05 
p=.511
You feel you are 
unimportant to 
others*
M ale
Fem ale
Total
136
67
203
3.93(1.28)
3.69(1.37)
3.85(1.312)
U=4102.5 
z=-1.230, r=-0.09 
p=.219
Note: SD in parentheses ^reflective scoring
348
Research Log Checklist
Research Log Checklist
349
Research Log Checklist
Mearcb log CbeckAt
- /■
Ouiyi&goct &3tnz:1i:fac lAarmtuf* mfcbD^mstcfoimAiixctfzknaiQr.' mri 
iiUæmîBf# semfchtooû
/
' CWcmlîy f f / iê v ic f  f eü'.-mt ütMmtBt# md y
4 Fenü'oùAîRg «search qi:)it:cn> y
.. Wfiü&zbnsffaïa&fch ptopoiml! y
6 =ataikif25=if:bpfopo;al&piQto:ol$ y
ftvafshy. and itmztuônzplac^izcofszgly
& Obt&Lcu:;approval conmiîtï*# y
9 ôbtaîDÆE appropriata ïupan'üioL for faiaafzk y
13 Obïamü:; appropriait zollaboraiioL foMaiaacb y
CoIZêcîüi: data from fattaf:kpafü:ipart; y
- 5:ooïû:;appfoptia** dêiip: fottalêKzLqttitiOK!. y
:? ^îkKgpatlt&i mdbrmaüor ard cotraact forma y
:4 Da''::mg acd admmîitani^ ^ naitrAccarrai y
Xazodadcz aczasi .o amdy paitiz^atla ir  agipüadXHS sattmEi y
:6 Satimgupadmtatu* y
CondjjztîDgatatiatizai datamnalyabLaic; SP^S y
IS Œooamg approprii^a atxü^c^acalyaaa y
tWMfmaccaciiuï^'t daüfot mciiK'ah y
23 Cbooairg appropriaia quantitalh-a daiazizalyiia y
Si:mmanam;f#ackamfîpu:aa atdtablat y
Cùcdrztmg aami-atfüzmrad mtar'iav.'; y
2J ïfinactrbrtfacd acaïy^mficttr'ia';;- da&i%*rt$qWim^'a meEoda y
24 Ckooticg appropriate fcalrta^a analyser y
Intarpra^grascbadrom qnantrtatb,-# and ^^cLitatr-a data ana.^^:* y
:s Praientinareaear d: llndîrgr in avariat}' o: zontantr y
“ Pr 0 dncing a"T(«*n r aport on atttta iÆ  projazt y
:s Dafanding o -n  rattar :b dtzirionr and analyttr y:9Snbmittingraraarzkreports :orpnbili:aëoninpe:r-re\ir.v*djonmali oraditadbocï: y
33 Applyinsrestarch àndinB lo zlinizalpraztize y
350
Appendixes for Research Dossier
Appendixes for Research Dossier
Poster presentation at the CPD annual conference and workshop. University of Surrey,
2010.
A positive step: An evaluation of a falls group
Year 2 
January 2010
351
Appendixes for Research Dossier
A Positive Step 
An Evaluation Of A Falls Group
' SUKKKY
Angela Campbell
. Introduction
Falls and Fall related injuries incur a heavy cost to the National Health Service (NHS) as 
well as to the individuals and families involved (DOM, 2001). 1/5 men and 1/3 women 
over the age of 65 suffer from falls each year. Falls in the older population can e serious 
and often result in injuries and fractures. Current government guidelines (NICE, 2004) 
suggest that those at risk of falling should be considered for multifactorial interventions 
such as attending a falls group. There is a strong evidence base to suggest that Falls 
groups are successful in preventing falls in the elderly (Laforest, 2009).
This study investigated patient's  satisfaction with the fa lls  group which was run as p a rt o f  
an ou tpatien t program m e
METHOD
A non experimental one group post test only 
design
Participants: Older adults who had suffered 
a fall and attended a falls group over the 
last 3 years.
Total sample size n= 53
PROCEDURE
Participants attended the falls group as day 
patients one day a week for 7 weeks.
An anonomysed self completion 
questionnaire was administered at the end 
of the last group.
Data were analysed using SPSS
RESULTS
Overall respondents found the course very 
helpful, with a mean rating of 8.8*.
And felt the course had made a difference to 
•Confidence = 81.1%
•Independence = 50.9%
•Number of falls = 41.5%
Specifically How helpful did they find 
the following
Scale* o fO to  10 (0  = not a t a ll helpful to 
ten being extrem ely helpful).
8.7 -  Hazards at home 
8.5 -  Introduction to exercise 
8 . 5 - What to do if fall 
8.3 -  Breathing & relaxation
8.1 -  Exercise in the gym
8.1 -  Home exercise
8.1 -  Psychological sessions
8.1 -  Healthy eating
8.1 -  Medication 
7 .9 -  Footwear
CONCLUSION
There were high levels of satisfaction 
The group should continue to run
REFERENCES
Laforest, S., Pelletier, A., Gauvin, L., Robitaille, Y., Fournier, M., 
Corriveau, H., Filatrault,J. (2009). Impact ofa community-based falls 
prevention program on maintenance of physical activity among older 
adults. In Journal of Aging and Health. Vol. 21 (3), pp. 480-500.
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Abstract: Qualitative Research Project
Title: Exploring Trainee Clinical Psychologists’ experiences of doctoral training in 
preparation for becoming a clinical supervisor.
Objectives: To gain an understanding of the experiences Trainee Clinical 
Psychologists’ gained during their clinical psychology training and how they felt this 
prepared them for their future clinical supervisory roles.
Design: A qualitative design, using a focus group was used to gain Trainee Clinical 
Psychologists’ accounts of their experiences during training.
Participants: Six Trainee Clinical Psychologists who were in their final year at the 
University of Surrey were involved in the focus group.
Analysis: The transcript of the focus group was analysed using the six-phase method 
of Thematic Analysis (Braun and Clarke, 2006). The transcript was first analysed 
individually by each of the six researchers, then collaboratively in order to reach a group 
consensus. In order to ensure credibility checks recommended by Yardley (2000) were 
carried out.
Results: Participants felt that most of their learning was whilst on placement from their 
experience supervising others and from their experiences of being supervised. They felt 
there was a lack of explicit teaching on the course, but believed that the preparation to 
become a supervisor was an implicit process. Participants used theories of supervision 
to try to address any concerns they had about supervising others. There was much 
variability in how 'lucky’ participants felt regarding their experiences of preparation and 
their confidence levels.
Conclusion: This study raises important implications regarding the preparedness of 
Trainee Clinical Psychologists to take on the role of supervisor once qualified. It may be 
helpful for clinical psychology courses to provide teaching around supervision earlier in 
the training than currently exists, thus allowing Trainee Clinical Psychologists to make 
explicit links between their placement experiences and theoretical frameworks earlier 
on in the process.
354
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
